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THE TREATMENT FOR COMPLETE PROLAPSE OF RECTUM 
BASED ON PHYSIOLOGICAL PRINCIPLES* 


H. A. SPRINGER, M.D. 


Cincinnati, Ohio 


In reviewing the literature for the treatments that have been used for 
extensive prolapse of rectum, it becomes immediately evident that, with the de- 
scriptions of a variety of methods and the complications such as recurrence that 
are anticipated, much is still to be done to improve a treatment which will permit 
a near normal physiological function of the rectum and anal sphincters. 


The anal canal or terminal portion of the large intestine measures 2.5 cm. to 
4 cm. in length. It is invested by the sphincter ani internus, supported by the 





Fig. 1-1) The Anal mucous membrane. 
2) Line of incision, 1 cm. in mucous membrane, encircling rectum. 
3) Sphincter is uncovered by dissecting the skin back and dissecting mucous mem- 
brane from the sphincter medially. 
4) Silk retention sutures hold back everted skin. 


levatores ani, and surrounded at its termination by the sphincter ani externus. 
Under normal physiological conditions these sphincters are in normal tonus, as 
are all other innervated muscular tissues of the body. Any material being carried 
or placed in this area of muscular tissue can at will be extruded or retained, but 
if the physiological function of the sphincters is interfered with by too frequent 
stimulation, the sphincters become spastic—examples: engorgement of the 
terminal vessels during latter months of pregnancy, or following harsh cathartics, 


*Read before the Third Annual Convention of the International Academy of Proctology, 
Atlantic City, N. J., June 7, 8, 1951. 
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or irritating food. Dilatation of such sphincters immediately relieves the en- 
gorged veins. On the other hand, when a large mass such as a complete prolapse 
constantly dilates the sphincters, the prolonged fatigue of such muscular tissue 
causes the sphincters to lose muscle tonus. In our experience, if the anatomical 
deviation is corrected, the sphincter tone will return. 


Operative procedures that are used partially to interrupt the normal dilating 
functions of the sphincters in order to prevent the folds of rectum from being 
extruded, frequently result in failure or complications because of their disregard 
of physiological function. We are of the opinion that when a peristaltic wave 
passes down the colon and rectum, the muscular tonus wave should not be 
partly interfered with throughout its course by scar tissue, plication or mechnical 
sphincter blocking. The sphincters should be able to relax so that the peristaltic 
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Fig. 2-1) Rectum. 
2) Sacrum and coccyx. 
3) Levator ani fascia. 
4) Anal mucosa. 
5) Internal sphincter. 


6) External sphincter. 
7) Valves of Morgagni. 
8) Pubic bone. 

9) Bladder and urethra. 
10) Uterus and vagina. 





11) Veins and arteries. 


wave can complete its course, the sphincters acting only as a scissors when the 
wave is complete, severing the protruded roll of excretory material and resting 
until the next wave extrudes the contents remaining within the lumen of the 
bowel. 


In order to have a clear understanding how that portion of the bowel which 
has a tendency to pass beyond the sphincters can be removed, leaving the 
sphincters with innervation and function intact, a few anatomical points should 
be stressed. 


1. The lumen of the anal canal presents, in its upper half, a number of 
vertical folds, produced by an infolding of the mucous membrane and some of 
the muscular tissue (rectal columns of Morgagni). 
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2. The Morgagni columns are separated from one another by furrows 
(rectal sinuses), which end below in small valve-like folds, termed anal valves, 
which join together the lower ends of the rectal columns. These anatomical 
landmarks must be always kept in mind. For if the mucous membrane is dis- 
sected from the anal canal at the proximal end, at the origin of the columns 
of Morgagni, laterally at this point is seen the beginning of the internal sphincter 
muscle. To stress this important anatomical area let us follow the anatomy from 
the sigmoid colon down. 


1. In the sigmoid colon the longitudinal fibers become more scattered and 
around the rectum they spread out and form a layer which completely encircles 
this portion of the bowel, but is thicker on the anterior and posterior surfaces, 
where it forms two bands, than on the lateral surfaces. In addition, two bands 
of plain muscular tissue arise from the second and third coccygeal vertebrae, 
and pass downward and forward to blend with the longitudinal muscular fibers 
on the posterior wall of the anal canal (Rectococcygeal muscles). At operation, 
the longitudinal bands are divided opposite the columns of Morgagni. 


2. The circular fibers form a thin layer over the cecum and colon, being 
especially accumulated in the intervals between the sacculi; in the rectum they 
form a thick layer, and in the anal canal they become numerous and constitute 
the sphincter ani internus. In the operation which we describe, the muscle 
fibers just above the internal sphincter ani will be divided. 


3. The origin of the rectum is at the level of the third sacral vertebra, lying 
in the sacrococcygeal curve and it extends for about 2.5 cm. in front of, and a 
little below, the tip of the coccyx. In its lower part it lies directly on the sacrum, 
coccyx, and levatores ani, a dense fascia alone intervening. We review these 
anatomical landmarks since the tip of coccyx and the dense fascia aid in guiding 
us to the outer wall of the rectum. 


Let us follow a patient with a complete prolapse. A 57-year-old woman 
had a prolapse extending six inches in length. We make it a rule to determine 
how far the prolapse can be brought out when the patient is straining. It gives 
us a guide as to the extent of the resection which will be required. If at this 
examination we find a complete prolapse with eversion of the sphincters, we 
follow the plan that we will describe. On the other hand if we find the sphinc- 
ters are not everted but the rectum is telescoped as in an intussusception over 
the anal sphincters, then we prefer to doa very simple ligamentous trans- 
abdominal operative procedure. 


Our patient falls into the group of complete prolapse with eversion of the 
sphincters. In the preoperative preparation the patient is given succinyl sul- 
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fathiazole, 60 grains, then 15 grains every 4 hours for 5 days, a non-residue diet, 
and an enema morning and evening. In the operating room, the preliminary 
procedure in preparation of the patient is the reduction of the prolapse and the 
passing of a proctoscope. A long glass tube is attached to the suction machine, 
and with this glass tube the liquid material in the lumen of the bowel is removed 
through the proctoscope. After the bowel is empty, we like to apply merthiolate 
solution to the bowel wall, beginning the application of the solution approxi- 


13 





Fig. 3-1) Dense fascia over sacrum and coccyx. 

2) Sacrum and coccyx. 

3) Coccygeal ligaments from 2 and 3 coccyx, fused with rectum. 

4) Levator ani fascia. 

5) External sphincter. 

6) Internal sphincter. 

7) The dissecting finger separating tissue to the coccygeal ligaments, which is to be 
divided, to enter the hollow of the sacrum, posterior to the dense fascia over the 
coccyx and sacrum. 

8) Few internal sphincter fibers left on rectum, when dissecting to outer side of rectal 
wall. 

9) Anal mucosa. 

10) Bladder and urethra. 

11) Pubic bone. 

12) Uterus and vagina. 

13) Peritoneal reflexion—cul de sac of Douglas. 


mately three inches above the prolapsed tissue. The perineum and external 
rectal tissue is prepared with soap water and merthiolate. The patient is placed 
in the lithotomy position. We begin the operation by injecting into the skin and 
mucous membrane saline solution containing 8 mm. of adrenalin hydrochloride 
(1 to 1,000 solution) to 60 c.c. of the solution. This solution aids in minimizing 
the capillary bleeding. It also causes edema of the tissue, which makes it easier 
to separate the skin from the sphincter muscles along the lines of cleavage. The 
incision is made encircling the rectum (Fig. 1). In a rectum when the redun- 























Springer—Treatment for Complete Prolapse of Rectum 93 


dance of skin does not exist the incision will lie one centimeter medial to the 
border of the mucous membrane and skin. The mucous membrane is dissected 
from the sphincters. In our experience it is much easier to uncover the external 
sphincter on the anterior fold where the sphincter tissue is held somewhat taut 

















Fig. 4 Fig. 5 
Fig. 4—1) Sphincter externa. 
2) Skin edge to be reflected over sphincter externa and sutured to bowel wall. 
3) Peritoneum opening. 
4) Incision line for removing prolapsed rectum. 
5) Rectum. 
6) Anal Mucosa. 


Fig. 5-1) Mattress silk sutures inserted into the bowel wall and skin. 
2) Line of cutting away of the remaining bowel before suturing. 
3) Skin covering sphincter and sutured to bowel wall. 
4) Rectum. 
5) Anal mucosa. 


by the raphe. The sphincter muscle anteriorly around the entire circumference is 
dissected free. The dissection is then carried downward to the Morgagni columns 
(Fig. 2). Lateral to the Morgagni columns is the beginning of the internal 
sphincter. (We referred to that point in the anatomical review). It is much 
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easier to divide the circular muscle fibers and the longitudinal muscle fibers of 
the rectum in the mid-line posteriorly, since only the few muscle fibers of the 2nd 
and 3rd coccygeal veterbrae fuse with the rectum at that point (Fig. 3). After 
the division of these fibers, the rectum can readily be separated, since only the 
dense fascia cover the sacrum and coccyx. The dissecting finger follows the 
coccygeal and sacral curve. From this landmark the finger is passed laterally as 
a guide and the tissues are grasped close to the bowel with hemostats divided 
and ligated. 


The dissection is continued until all of the redundant tissue of bowel is 
freed. If the prolapse is complete, as occurred in the case under discussion, 
the cul de sac of Douglas is opened. 


The opening of the peritoneal cavity makes the remaining dissection easier 
(Fig. 4). After the prolapsed tissue is dissected out we close the peritoneal cav- 
ity with a few interrupted sutures. Always remember in suturing the peritoneum 
to the bowel that the needle grasps only tissue exterior to the muscular layer of 
the bowel wall since in some instances, if a needle passes through the muscular 
layers of the bowel, a fistula may develop. Then the bowel is cut across on the 
anterior surface (Fig. 5). The bowel is sutured to the skin covering the sphinc- 
ters. Never make a suture into the sphincter muscle; it must be free if normal 
tonus and function is to be re-established. The sutures are of silk, placed % of an 
inch apart. The remaining portion of the bowel is removed and the suturing com- 
pleted. At no time must the sutures be under tension. There also must be no 
redundance of the bowel. A soft colon tube is passed high up into the bowel and 
attached with silk to the skin of the perineum. The colon tube is passed into the 
bowel through the proctoscope to be sure that it does not kink. Multiple holes 
are cut into the proximal end of the tube to assure drainage. The bowel is irri- 
gated twice daily beginning 48 hours after operation. The patient is placed on a 
bed pan to take care of any leakage that may take place during irrigation. The 
nurse is instructed as to the principles of colonic irrigation. The colonic irriga- 
tions are continued twice daily for ten days; then the tube is removed. The bowel 
movements are kept soft until the suture line is healed. The sutures should always 
be of a nonabsorbable material. The sutures are removed when the wound is 
healed. If the sutures are applied 4 inch apart, we do not find it necessary inter- 
mittently to dilate the rectum. The sphincter’s activities usually have regained 
tonus by the time the wound is healed. All patients who have a major operation 
receive postoperative injections of 100,000 u. penicillin and 100 mg. of Dehydro- 
streptomycin every 3 hours until the temperature has been normal for 48 hours. 
We believe it aids in wound healing. The patients leave the hospital in the third 
week postoperative. In summary the method described has given the patient: 


1. A good cosmetic result. 


2. A restoration of physiologocial function of rectum and sphincters. 
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NEWER DEVELOPMENTS IN PROCTOLOGY* 


ALFRED J. CANTOR, M.D. 
Flushing, N. Y. 


INTRODUCTION 


The past five years have been eventful both in general medicine and proc- 
tology. The further development of the sulfonamides, the newer antibiotics, the 
newer hemostatic agents, the modern technics of surgery employing the Thermal 
Cutting Unit, cytologic and sponge biopsy technics for cancer diagnosis, and the 
recognition of the importance of the psychosomatic aspects of proctology, are 
but a few of the major developments. 


Since the publication of the first edition of Ambulatory Proctology, the suc- 
ceeding literature and the experience of many proctologists, has amply confirmed 
the basic concept of immediate ambulation following surgery. Indeed, this con- 
cept has spread to include many other fields of general surgery. Early ambulation 
is now a standard, recognized procedure in the management of many major sur- 
gical problems. 


The development of the antibiotics has brought tremendous change to proc- 
tology, particularly in the management of lymphogranuloma venereum, granu- 
loma inguinale, the various dysenteries, and other forms of infectious pathology 
of the anus, rectum and sigmoid colon. The various forms of ulcerative colitis 
need further re-evaluation in terms of the new therapeutic agents. 


Further experience with tattoo-neurotomy in pruritus ani has demonstrated 
its remarkable value. Refinements of technic and a new instrument will be dis- 
cussed briefly. 


The psychosomatic aspects of proctology require extensive consideration. A 
newer evaluation may thus be placed upon mucous colitis, pruritus ani, certain 
forms of diarrhea and constipation, some cases of ulcerative colitis, proctalgia 
fugax, one type of coccygodynia, and the interpretation of foreign bodies in the 
rectum. 


From both the diagnostic and the therapeutic viewpoints proctology has ad- 
vanced. I will say nothing today about its tremendous growth and stature as 
a specialty as a result of the development and activities of the International 
Academy of Proctology. That is obvious and self-evident to all of you. 


*Read before the Third Annual Convention of the International Academy of Proctology, 
Atlantic City, N. J., June 7, 8, 1951. 
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The content of this paper being so great, each single element providing suffi- 
cient potential material for a lengthy discussion, we must expect that the presen- 
tation will be sketchy in parts, and perhaps over-emphasized in others. It is only 
natural that emphasis will be given to my own special interests. Thus, I should 
like to say a few words initially about the concept of immediate ambulation. 


IMMEDIATE AMBULATION 


In the discussion of ambulation in proctology we should distinguish between 
immediate and early. Early ambulation was reported as early as 1899 by Emil 
Ries of Chicago. He allowed patients to walk about on the first to third day 
after vaginal celiotomies. There have been numerous reports on early ambulation 
since that time, describing a great variety of general surgery and ambulation 
within 24 hours after surgery. Occasional reports have been unfavorable, ‘but 
most authors were uniformly favorable toward early ambulation after surgery. 





Fig. 1—Post thermal cutting unit. 


My own interest in immediate ambulation after proctologic surgery is well 
known. My patients are operated under caudal analgesia, the operation being 
performed in an office operating room. They are eal to leave the operating 
table approximately 45 minutes after surgery, to dress and drive their own car 
home. They are back at work 24 hours after hemorrhoidectomy, fistulectomy, 
prolapse or procidentia surgery, pilonidal cyst operations, etc. The interest in 
immediate ambulation following proctologic surgery has grown rapidly in this 
country, and to some extent abroad. The usual skepticism and timidity toward 
any deviation from classical procedure did not impede or slow further develop 
ment. The trend appears to be overwhelmingly favorable. 


The present shortage of hospital beds will probably prove a potent factor in 
determining the status of early and immediate ambulation after surgery. Neces- 
sity will undoubtedly lead to extensive trial. 
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cient potential material for a lengthy discussion, we must expect that the presen- 
tation will be sketchy in parts, and perhaps over-emphasized in others. It is only 
natural that emphasis will be given to my own special interests. Thus, I should 
like to say a few words initially about the concept of immediate ambulation. 


IMMEDIATE AMBULATION 


In the discussion of ambulation in proctology we should distinguish between 
immediate and early. Early ambulation was reported as early as 1899 by Emil 
Ries of Chicago. He allowed patients to walk about on the first to third day 
after vaginal celiotomies. There have been numerous reports on early ambulation 
since that time, describing a great variety of general surgery and ambulation 
within 24 hours after surgery. Occasional reports have been unfavorable, but 
most authors were uniformly favorable toward early ambulation after surgery. 





Fig. 1—Post thermal cutting unit. 


My own interest in immediate ambulation after proctologic surgery is well 
known. My patients are operated under caudal analgesia, the operation being 
performed in an office operating room. They are diene to leave the operating 
table approximately 45 minutes after surgery, to dress and drive their own car 
home. They are back at work 24 hours after hemorrhoidectomy, fistulectomy, 
prolapse or procidentia surgery, pilonidal cyst operations, etc. The interest in 
immediate ambulation following proctologic surgery has grown rapidly in this 
country, and to some extent abroad. The usual skepticism and timidity toward 
any deviation from classical procedure did not impede or slow further develop 
ment. The trend appears to be overwhelmingly favorable. 


The present shortage of hospital beds will probably prove a potent factor in 
determining the status of early and immediate ambulation after surgery. Neces- 
sity will undoubtedly lead to extensive trial. 
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The fundamental rationale of early ambulation, and immediate ambulation 
in proctology, is well established. I need say nothing to this audience about the 
requirements of expert surgical technic, careful attention to hemostasis, the use 
of the newer hemostatic agents, and the proper application of antibiotics. 


The single puncture technic for caudal analgesia has greatly simplified the 
development of immediate ambulation. This analgesia provides excellent relaxa- 
tion and exposure for surgery, and has made possible the performance of exten- 
sive proctologic surgery as office procedures. 


The elimination of pain by the use of oil soluble anesthetics for postopera- 
tive analgesia permits resumption of normal activity as rapidly as possible, and 


keeps disturbances of physiology to a minimum. Psychologic shock is much re- 
duced. 


Immediate ambulation prevents postoperative complications such as hypo- 
static pneumonia, atelectasis, venous thrombosis, embolism, intestinal distention 
and various metabolic disturbances. The functions of the respiratory system, the 
circulatory system, the gastrointestinal tract, the genitourinary tract and the 
nervous system are disturbed to a minimal degree only. 


We could spend hours discussing the altered physiology of the bed-confined 
patient compared with the minimal alterations after early or immediate ambula- 
tion. There is much excellent material in the literature, and we need not stress 
this further today. 


Suffice it to say that in many thousands of cases I have found immediate 
ambulation to be more satisfactory than bed rest for the proctologic patient. 


SULFONAMIDE AND ANTIBIOTIC THERAPY 


The poorly absorbed sulfa drugs such as sulfaguanidine, sulfasuxidine and 
sulfathaladine are probably the most commonly employed in proctology. These 
drugs markedly reduce the bacterial flora in the large bowel. Inasmuch as they 
are poorly absorbed by the gastrointestinal tract they rarely produce renal lesions. 
However, skin rashes and drug fever may occasionally result. 


It is not yet possible to pass final judgment upon the value of combined 
therapy. However, a combination such as sulfadiazine and sulfamerazine or sul- 
fadiazine, sulfamerazine and sulfamethazine may be recommended. This mixture 
is less apt to produce renal damage or calculi. The bacteriostatic effect is con- 
sidered to be additive while the possibility of renal damage is theoretically no 
greater than that for each drug of the combination alone. 
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The antibiotics available to the proctologist include penicillin, tyrothricin, 
streptomycin, chloromycetin, aureomycin, terramycin and bacitracin. 


Procaine Penicillin-G in aqueous solution will be the preparation most com- 
monly employed. This is a poorly soluble salt, it is absorbed slowly, and pro- 
longed blood levels of the antibiotic result. 
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Fig. la—Cosmo cutting unit. 


Tyrothricin can only be employed as a topical antibiotic agent. It is prob- 
ably best to avoid combining tyrothricin with penicillin inasmuch as sensitivity 
to penicillin is easily produced by topical application. Indeed, the quickest 
method of producing a generalized penicillin sensitivity is by local treatment of 
open wounds with salves, creams, powders or pastes of penicillin. 
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Streptomycin should never be given in a concentration over 300 milligrams 
per c.c. It has a definite but limited value to the proctologist. The total dosage 
may be dissolved in one c.c. of sterile distilled water or sterilized isotonic sodium 
chloride solution, and should be administered intramuscularly. The use of oral 
streptomycin to sterilize the bowel must also be mentioned. 


Streptomycin continues preeminent for the therapy of tuberculous lesions, 
but aureomycin is perhaps superior to control other bacillary infections. Indeed, 
in the treatment of coccal infections it may well be that aureomycin will replace 
penicillin and the sulfonamides. 


Aureomycin has proven its value in the preparation of the patient for intes- 
tinal surgery, and in the general treatment of chronic nonspecific ulcerative colitis. 
It also seems to be the most valuable antibiotic for the treatment of amebiasis. 


Chloromycetin seems to be of value in salmonella infections, and further 
study may help it prove itself in Shigella dysentery. 














Fig. 2—-Two types of Post thermal cutting tips. 


Clinical improvement in lymphogranuloma venereum has followed adequate 
dosage with aureomycin or chloromycetin, particularly the former. Similar 
action has been observed in granuloma inguinale. Chloromycetin orally in granu- 
loma inguinale is definitely advantageous over streptomycin. There is some evi- 
dence that chloromycetin and terramycin may be of value in the therapy of rectal 
and perianal lesions. 


Erysipelas, has responded to 5 grams of terramycin administered orally in 
divided dosage for 9 days. However, aureomycin is the best of the newer anti- 
biotics for gram positive coccal infections. 


Terramycin offers promise of value in lymphogranuloma venereum, and in 
granuloma inguinale. Preliminary dosage studies would seem to indicate one 
gram every six hours (four grams daily) for approximately 13 days. 


Terramycin appears highly effective in the treatment of acute gonorrhea. A 
single dose of 1 gram has been reported adequate, but I would doubt this. There 
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is no data as yet concerning dosage necessary for the treatment of chronic gonor- 
rhea. However, we must observe that terramycin treatment may mask early evi- 
dence of syphilis. Therefore, dark field examination of exudate from any sus- 
pected primary lesions of syphilis should be made prior to treatment of gonorrhea. 


The proctologist should only employ the sulfonamides or the antibiotics 
where the indication is direct and evident. Indiscriminate administration of these 
drugs may lead to sensitization or toxicity. 


I will say little about dosage or the evidences of toxicity. However, the proc- 
tologist should acquaint himself with both in great detail before attempting sul- 
fonamide or antibiotic therapy. 


NEWER Hemostatic AGENTS 


My own clinical experience would appear to demonstrate that oxidized 
cellulose by itself is an effective hemostatic agent. I no longer use oxidized 
cellulose in combination with topical thrombin. However, I should like to stress 
that no hemostatic agent can replace meticulous surgical control of bleeding 
from larger vessels by means of clamp and ligature. 


Dry fibrin foam must be soaked in thrombin and is effectively hemostatic. 
The fibrin foam does not interfere with healing. 


The only disadvantage is the complexity of the procedure, in preparation of 
the fibrin foam sponge, as compared with the simplicity of applying oxidized 
cellulose directly. 


The gelatine sponge is also a light, porous material. In contrast with fibrin 
foam, however, the gelatin sponge can be handled roughly without disintegrat- 
ing. There have been many reports on the desirability of gelatine sponge as a 
hemostatic dressing in anorectal surgery. 


The sponge may be used dry, or may be soaked in saline solution, with or 
without thrombin. I am now engaged in a clinical study of the gelatine sponge, 
and cannot give you a final report at this time. However, it dies seem to be an 
effective and useful agent, although less readily applied than Oxycel. 


Rosser has recommended completely burying gelatine sponges impregnated 
with thrombin solution in the surgical perianal wounds in the treatment of pruri- 
tus ani. These sponges remain in situ for nearly thirty days. His technic is to 
make incisions in the perianal area, to sever the perianal nerves, and to insert the 
gelatine foam sponges as a barrier to nerve regrowth. I have had no experience 
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with this technic. As you know, I employ tatoo-neurotomy almost exclusively in 
the therapy of pernicious pruritus ani. 


As I have already intimated oxidized cellulose seems to be the hemostatic 
agent of choice. In contact with blood the oxidized gauze turns brown or brown- 
ish black. This may be used as an indicator of internal bleeding. 


My own practice is to use oxidized cellulose gauze routinely postoperatively, 
without thrombin. The hemostatic action appears to be due chiefly to the swell- 





Fig. 3—Author’s thermal cutting unit. 


ing of the gauze and its sticky texture when soaked with blood. This sticky, 
gelatinous mass apparently takes the place of a clot. 


As I have already indicated, however, nothing can replace careful surgical 
hemostatis by clamp and ligature. The hemostatic agent is merely a secondary 
safeguard. 


In performing a hemorrhoidectomy for example, the first step is the insertion 
of the hemostatic suture ligature through the base of the pile pedicle. This con- 
trols bleeding through the major hemorrhoidal vessels. If an electrosurgical tech- 
nic is employed it is advisable to undersew the proposed area of eschar. If an 
open technic of hemorrhoidectomy is employed, without electrosurgical cauter- 
ization, ligation of each bleeding point becomes exceedingly important. Assum- 
ing meticulous surgical hemostasis the use of oxidized cellulose offers many ad- 
vantages as an additional safeguard against postoperative bleeding. 
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THe THERMAL CutTtinc UNIT 


At our last meeting, in San Francisco (1950), I described in detail the ther- 
mal cutting unit. You will recall that this instrument is simply a hot knife with 
mechanism for the control of the degree of heat. The two units commercially 
available are the Post Electric Equipment and the Cosmo Cutting Unit (Figs. 
1, la, 2)*. The tip of these units is pure silver encasing the heating element. The 
principle is thus quite different from the electrically heated wire loop type of 
instrument. When a wire loop instrument is plunged into tissues for electrocau- 
terization, the degree of heat in the tip immediately drops sharply. The instru- 
ment is thus of little value for dissection surgery, where maintenance of heat at 
the tip is of utmost importance. 


In my own thermal cutting unit (Fig. 3) the heat at the tip of the knife is 
maintained by a light bank device. The instrument can be used for clean dis- 
section, exactly like a scalpel. There is no burning or charring of tissues. By 
means of a foot switch it is possible to change quickly from a cutting to a hemo- 
static temperature. Thus, small bleeders can be coagulated. However, it is best 
to depend chiefly upon clamp and ligature for hemostasis. Indeed, any vessels 
that are not controlled immediately during the cutting should be tied. 


Tissues to be incised must be kept under tension. The sweep of the cutting 
tip is exactly the same as the sweep of the scalpel in making incisions. Incisions 
are clean and comparable to those of the sharpest scalpel. Fat lobules stand out 
clearly, as does scar and granulation tissue. Small capillaries will be sealed as the 
incision is made. 

It is important to realize that clean dissection surgery is the goal of the sur- 
geon in using the thermal cutting unit (Figs. 4, 5). This is not to be confused 
with the burning produced by clamp and cautery technics. The thermal cutting 
knife merely replaces the scalpel, and is used for clean, minute dissection with 
equal facility. No pathology is obscured, and in hemorrhoidal surgery the 
sphincter may be dissected away, practically fiber by fiber, as with a cold 
scalpel. 


The two major advantages of the thermal cutting unit over the scalpel are 
the production of practically bloodless field while operating in all but the most 
vascular cases, and the sterilizing effect of the heat while operating. Another 
advantage is that there is even less postoperative edema than in scalpel surgery. 
It would seem that this is due to the mild dessication effect on the tissues adja- 
cent to the incision and possibly the sealing of lymphatics. 


New Biopsy FORCEPS 


The author's new biopsy forceps offers considerable advantage over the 
alligator jaw type of cutting instruments. With the usual type of biopsy instru- 


*(Tllustrations are modified from Cantor, Alfred J., Ambulatory Proctology, 2nd Edition, 
New York, Paul B. Hoeber, Inc., 1952.) 
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ment the cutting stroke is of minimal strength, and the biopsy is ordinarily torn 
away rather than cut. This is due to the inadequate leverage of the stroke, and 
the fact that the cutting edges rarely remain sufficiently sharp to incise cleanly 
after the first brief period of usage. 


In the author's instrument a new principle is applied. There are no jaws. 
Cutting is achieved by an actual punch operation. By squeezing the hand grip 
the inner tube of the punch simply moves forward. The proximal end of the 
inner tube is sharpened, hardened, cutting steel. Thus, the cutting edge moves 
forward to the tissue receiving cup. The cutting action so achieved is of such 
great force that sponge rubber can be cut with ease in perfect cylinders. There 
is no tearing action. 


I know of no other new diagnostic instrument that has been developed in 
proctology during the past year. 





Fig. 4—A. Triangular excision of thrombotic area. Allis clamps on margins of wound to pro- 
duce tension. 
B. Undercutting dissection. 


RECIPROCAL STROKE TATTOO INSTRUMENT 


This tattoo instrument conveys the rotary motion of a flexible shaft tool to a 
back and forth stroke. The positive penetration thus produced insures a smooth 
tattoo (Fig. 6). 


In my experience advanced pruritus ani is best treated by tattoo-neurotomy 
after excision of all local pathology. The new tattoo instrument simplifies and 
expedites this therapy. 


DIAGNOSIS OF CARCINOMA OF THE RECTUM BY CYTOLOGIC STUDY 


A new diagnostic technic that I described in 1947 might bear emphasis at 
this point. Inasmuch as early diagnosis, and consequently early therapy is one 
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of the most important factors in the management of malignancy any technic that 
permits rapid diagnosis is valuable. 


*As we all know, there is usually a considerable interval between the time 
of the patient's first visit to the physician and the time of operation or radiation 
therapy. No one knows the point of time at which metastases occur. To shorten 
the time interval between biopsy, reporting of biopsy, and proper therapy, the 
cytologic smear technic has been developed. 


Inasmuch as the lesion is usually directly accessible to the examiner there is 
little point in using smear aspiration in place of biopsy. Thus, a tissue specimen 
is removed in conventional fashion from the clinically suspicious area of the 
neoplasm. Several specimens may be required. These are immediately smeared 
upon clean glass slides. The tissue is pressed firmly against the slide. by means 
of forceps or gauze, and is then smeared back and forth the length of the slide. 
In this fashion a relatively thin smear is obtained. The remaining tissue is placed 
in formalin for conventional biopsy study. 


The slides are then treated in the conventional Papanicolau stain fashion. 
Nuclei will stain dark purple, basophilic cells will stain green or blue green, 
acidophilic cells will stain from pink to orange, and erythrocytes stain orange 
red. 


The slides are ready for immediate study, and a diagnosis can thus be made 
in a matter of minutes after the initial examination. 


We should note that the histologic variety of the neoplasm may not be clearly 
evident. However, the diagnosis of malignancy can be made, and the final classi- 
fication established later through conv entional biopsy study. Meanwhile surgery 
need not be delayed. 


A sponge biopsy technic is an additional diagnostic aid, but does not ap- 
preciably alter the time interval between the removal of a specimen and remov al 
of total pathology. 


In this technic, particularly valuable for a suspicious ulcer area, a gelatine 
sponge (Gelfoam #12 or a cellulose sponge-Onkosponge +1), is rubbed firmly 
over the ulcer or mucosal surface. This sponge absorbs tissue juice, suspended 
cells, and particles of tissues. It is then placed in a 10 per cent formalin solution 
for fixation, after which it is handled in the routine manner by embedding in 
paraffin, etc. 


Still more recently a bowel wash technic has been described in which the 
wash material is centrifuged and the sediment examined by Papanicolau smear 
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technic. This would be specially valuable when dealing with an inacessible 
lesion. However, I have had no personal experience with this method. 


PsyCHOSOMATIC ASPECTS OF PROCTOLOGY 


The physician who treats “disease” without the realization that “disease” is 
merely the reaction of a human “body” and “mind” to the presence of a disturb- 
ing factor or factors in the internal or external environment of that “body” and 
“mind” is slowly becoming outdated. The modern physician realizes that the 
terms “body” and “mind” are artificial separations from the facts of life. To at- 
tempt to divorce “mind” and “body” in the living organism results in a linguistic 





Fig. 5—Thermal knife dissection of fistula. 
A. Proposed lines of excision. 
B. Demonstrating Allis clamps on margins of wound to hold tissue taut while cutting. 
Note back-cut of external opening and complete excision of crypt area internally. 


deception. In psychosomatic proctology we deal with reactions of the body-mind 
which manifest themselves chiefly in and about the colon, the rectum and the 
anus. However, you will understand that everything we will have to say with 
regard to psychosomatic proctology may be applied with equal profit to every 
other field of medicine. 


The patient with a cancerphobia relating to the rectum reacts no differently 
than the patient with a cancerphobia relating to the lungs. The patient who 
presents evidence of anxiety neurosis involving pruritus or colon hyperactivity as 
one of the somatic manifiestations is essentially the same patient as the one who 
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presents the cardiologist with palpitation and dyspnea on a psychosomatic basis. 
The patient with a “semantic twist” who reacts to the words “coronary disease” 
as if they meant “sudden death”, is precisely the patient who reacts to the word 
“colitis” as if it meant “cancer”. 


All these patients require re-education in the evaluation and meanings of 
words. 


In November of this year (1951) my text book on psychosomatic medicine 
as related to the intestinal tract will make its appearance*. Today I wish to 
anticipate this text by telling you a little about some of the pathology described, 
and something of the type of therapy employed. 


The pathology includes: 1. mucus colitis, 2. ulcerative colitis, 3. pathology 
subsequent to psychogenic constipation or diarrhea, 4. pruritus ani, 5. colon motor 
neuroses, 6. coccygodynia—nontraumatic, 7. proctalgia fugax, and 8. certain cases 
of foreign bodies and rectal trauma. I must emphasize the fact, before going 
any further, that all cases of mucus colitis or ulcerative colitis or pruritus ani, etc., 
are not psychogenic in origin. Many are psychogenic, many are partially related 
to the emotions, and many develop emotional content only after initial organic 
etiology. In any event it would appear that the great majority of these cases 
belong to the realm of psychosomatic proctology. 


I will spend no time on the question of diagnosis at this point. I wish to 
emphasize the matter of therapy. 


As we all know, therapy in psychosomatic disease has usually consisted only 
of reassurance. When the patient did not respond to reassurance by the proc- 
tologist, he went from physician to physician till he found someone in whom he 
had faith. At that point he might pause for a short time and be “healed”. How- 
ever, the usual course of events would be that the patient would either continue 
to suffer with his complaints, would gravitate to Christian Science, or the chiro- 
practor, or would come to the psychiatrist. 


The psychiatrist, if of the Freudian school or any of its off-shoots, would 
have little to offer other than conventional analysis. This is a prolonged and 
tedious experience (usually over 5 yrs), very expensive, and unproductive in at 
least 50 per cent of the cases. 


Thus, until this time, there has been no very successful therapy for psycho- 
somatic disease. However, I am not going to take your time today to discuss 
the details of my own therapy. 


*Cantor, A. J., A. Handbook of Psychosomatic Medicine With Special Reference To 
Intestinal Disorders, Julian Press, 1951. 
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Indeed, it would take considerably more time than we could give to such a 
presentation. I wish merely to let you know that such a therapy is available, of 
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Fig. 6—Reciprocating hand-piece and needle guide of author’s flexible shaft tattoo instrument. 
Note simplicity of assembly. 


what it consists in brief, and that it does offer a considerable percentage of 
success. 


The therapy is a combination of general semantics and what I have called 
guided association. This is not as formidable as it sounds. General semantics is 
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merely a matter of changing the patient’s reactions to words. He learns that Aunt 
Jennie’s colitis is not his colitis. He learns that the diarrhea of his childhood need 
not be his response to a difficult life situation today. He learns that the words 
spoken to him in his childhood need not be an active source of disease at his 
present age. 


Guided association is merely a rapid technic for determining the emotional 
conflicts, the sore spots of the patient’s life. 


In brief, these sore spots are quickly located, the patient is taught how to 
relive them with full affect in order to fully discharge this repressed emotional 
dynamite, and the patient is then re-educated in his reactions to words. This 
sounds ponderous, perhaps. However, let me tell you that it is a technic that is 
simply applied even while operating. 


The key sources of emotional stress can be determined in a very few mo- 
ments of conversation while producing the caudal anesthesia. The technic of 
reliving these experiences with full emotional affect, and discharging their emo- 
tional content, is very simple, and the patient can be trained to do it in 15 minutes. 
Thus, by the time surgery is finished one or more of the key disturbances in the 
patient’s background can be rooted out as a source of symptom production. 


I am sorry to have to tantalize you with so brief a presentation of this sub- 
ject. It is a subject of considerable importance, and offers the proctologist, and 
indeed all other physicians, a new tool for the therapy of psychosomatic disorders. 


To really do the subject justice would require much more time than is avail- 
able to me today. 


CONCLUSIONS 


In this all too brief presentation I have attempted to present some of the 
newer developments in proctology from my own point of view. Much has been 
left unsaid. It is obviously impossible to cover this field completely. 


However, we have briefly reviewed the newer sulfonamides and antibiotics, 
as they apply to proctology, the newer hemostatic agents, the thermal cutting 
unit surgical technics, cytologic and sponge biopsy diagnostic methods, a new 
biopsy and a new tattoo instrument, and the recognition of the importance of the 
psychosomatic aspects of proctology.. A new therapy for psychosomatic disease 
has been briefly mentioned. 








COLONIC DIVERTICULA 


WALTER H. BOYD, M.D. 


Long Beach, Calif. 


Colonic diverticula and the disease processes to which they are subject con- 
tinue to attract the interest of the medical profession. While this interest is due 
largely to the increasing frequency with which the condition is recognized as a 
disease entity, the diagnostic problem in differentiation between the stenosing 
symptoms that may accompany diverticulitis and the obstructive symptoms due 
to neoplasms is an important factor. To this must be added the high mortality 
of those cases of complicated diverticulitis requiring surgical intervention. 


Diverticula, while occurring elsewhere are most frequent along the gastro- 
intestinal canal, in particular the sigmoid colon where, according to Abell?, 85 
per cent are to be found. In this location they are usually of the acquired type 
as contrasted with the congenital which predominate elsewhere in the body. 


According to Bacon!*, Littre made mention of the diverticular hernia in 
1700 and, although Cruveilheir in 1849 gave a very clear description of diverti- 
cula, it remained for Graser in 1889 to demonstrate that diverticula of the intes- 
tinal tract were often the cause of inflammation involving the bowel. 


Colonic diverticula are usually asymptomatic. The term diverticulosis is 
used to denote this condition and diagnosis is made by the finding of multiple 
diverticula in a routine radiographic examination. Diverticulitis is the term used 
in the presence of an inflammatory condition. 


Many reasons have been advanced as to the cause of acquired diverticula, 
but it is now generally accepted they are the product of a muscle weakness 
combined with increased intraluminal pressure. Herbut'* ascribes the muscular 
weakness to the presence of the tenia, the perforation of the intestinal wall by 
the nutrient vessels, and the degeneration of old age. Bacon'* mentions the hori- 
zontal plane of the pelvic sigmoid and the narrowing of the bowel lumen at 
the rectosigmoid junction as factors in increased intraluminal pressure. However, 
the principal factor appears to be coprostasis due to bad bowel habits or con- 
stipation. 


The pathology of diverticulitis is that of inflammation. It may be found in 
all stages. Herbut'® states that the inflammation results from an obstruction of 
the neck of the flask-shaped diverticula by fecal material or impaction of fecal 
material within the diverticula. While these inflammatory conditions are usually 
confined to the diverticula and heal by resolution, they can invade the adjunct 
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bowel wall and peridiverticular tissue. Morton® and others list the following 
complications when the latter occurs: Abscess formation; Perforation with peri- 
tonitis; Obstruction due to fibrosis; adhesions and angulation of the bowel; Fis- 
tulae extending to the urinary bladder, adjunct bowel or other viscera; Pyle- 


phlebitis. 


Brown’ states that diverticulosis of the colon is present in 5 per cent of 
people who are 40 years of age or older. However, an analysis of cases reported 
by various investigators reveals that while aproximately 98 per cent of all cases 
of diverticulitis occur in individuals over 40, no age is immune. The sex dis- 
tribution of diverticuloses is approximately equal, but the male appears to ac- 
quire diverticulitis slightly more frequently than the female. 


Many authors have made exhaustive studies in an effort to find a clinical 
syndrome for diverticulosis. Willard and Bockus'? describe a syndrome of inter- 
mittent diarrhea alternating with episodes of constipation, epigastric pain or dis- 
tress or occasional generalized abdominal pain and flatulence as being diagnostic 
of diverticulosis. However, diverticulosis is more widely accepted as being 
asymptomatic and only encountered as an incidental finding. A satisfactory clini- 
cal syndrome for diverticulitis is also lacking. Val Dez et al'® concluded that 
a diagnostic clinical picture of diverticulitis has not been developed. The prob- 
lem is well illustrated by the following table which shows the relative incidence 
of symptoms as found by various investigators: 




















TABLE I 

= | Bacon!* | Eggers’ |Pemberton4| Morton, Jr.?| Young? | Hayden® 
Pain Abdomen 80.7% 100.0% 56.4% | 100.0% 7.1% 87% 
Constipation 70.1% 69.5% 50.0% | 8.6% | 42% 
Diarrhea 10.5% | 183% | 13.5% 39.3% | 6.2% | 29% 
Bleeding 16.3% 19.5% | 5.7% 29.7% | 6.2% | 20% 
Constipation | | 

alternating with | 

diarrhea 19.5% 
Palpable mass | | 

in abdomen 19.2% 45.2% 55.7% } 1.2% | 
Pneumaturia 15.3% 2% 





None of the foregoing symptoms present any individual characteristics. The pain 
varies from a vague abdominal soreness or fullness to a sharp recurrent pain 
resembling that seen in cases of obstruction or severe constipation. The diarrhea 
may be accompanied by rather severe tenesmus and the stool may contain either 
blood or mucus. The abdominal mass as palpated by the physician may be 
rope-like or resemble that of carcinoma. Bacon! is of the opinion that the symp- 
toms of diverticulitis vary in direct proportion to the severity and extent of the 
inflammatory condition. 
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DIAGNOsIS 


The great majority of cases of diverticulitis do not present symptoms of sufh- 
cient severity to be hospitalized. They are ambulatory and their usual com- 
plaint is a soreness in the lower abdomen or a mild cramping. Only 35 per cent 
of our ambulatory cases, clinically diverticulitis, had physical signs or complaints 
of a severity which would justify x-ray studies, and of these 35 cases only four 
required hospitalization. There is usually a history of constipation. There may 
be flatulence. In the absence of complication, there is no temperature and the 
blood and urinary findings are normal. Physical examination will reveal a slight 
resistance of the abdominal musculature. The colon is hard and palpable. The 
patient will be over 40 years of age. Diagnosis is usually made on an x-ray 
report of diverticulosis but occasionally the diverticula can be observed by means 
of the proctoscope. 


It is of utmost importance before making a diagnosis of diverticulitis that 
all clinical measures be taken to rule out carcinoma of the colon. Remember 
that 98 per cent of these cases occur in individuals who are in the cancer age. 
A correct diagnosis is of utmost importance. 


In the more severe cases or with those individuals who have had recurrent 
attacks, the symptomatology will depend upon the amount of peritoneal irrita- 
tion, the involvement of adjacent structures and the extent of fibrosis or adhesions 
present from previous attacks. Abdominal pain is a more or less constant feel- 
ing. The type of pain and the severity of the symptoms are dependent upon 
the extent of the infection and the structures involved. The objective and sub- 
jective findings may be those encountered in renal calculi, peritonitis, pelvic 
inflammation, disease, carcinoma or other disturbances of the abdominal viscera— 
all these diseases must be considered in the differential diagnosis. Temperature 
is variable. There may be a mild leucocytosis. 


X-ray examination will reveal a spastic condition in the involved portions of 
the bowel. The inflamed diverticula are not visualized. Sharp angulation or other 
evidence of adhesions may be visualized. Marten and Candle! advise the use 
of the double contrast method of barium enemas to increase visualization. Proc- 
toscopic examination (the accompanying pain may not permit this examination 
with an anesthesia) may reveal the sharp angulation or inflamed area indicating 
the occluded diverticula os. In the more severe cases the symptoms may be 
of such a nature as to justify surgical intervention and a diagnosis is only made 
at the time of operation. 


TREATMENT 


Morton® deals with the treatment of colonic diverticula under the headings 
of Diverticulosis, Diverticulitis with Spasm and Diverticulitis with Complications. 
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To these three, if the thesis that diverticula are largely a product of coprostasis 
is accepted, should be added a fourth—a prediverticular stage. 


The Prediverticular Stage:—Treatment is strictly preventative. It starts with 
the pediatrician and the instructions given the mother regarding the necessity 
of the early establishment of good bowel habits in the child. The same is true 
of dietary habits. Playing major roles in constipation, proper early training in 
these two factors will go far toward the prevention of diverticula. 


Treatment of Diverticulosis:-Once demonstrated to be present, diverticula 
must be regarded as a potential danger to the individual. Marten and Candle" 
state that from 10 to 34 per cent of the cases of diverticulosis develop diverticuli- 
tis of greater or less severity. Ochsner’ cites Telling as presenting 105 cases of 
diverticula of which 60 per cent gave symptoms. Treatment is directed toward 
the prevention of coprostasis, regulation of the bowels and proper dietary habits. 
The diet should be of a low residual content and constipation should be regu- 
lated by the use of mineral oil supported by small doses of phosphosoda or 
bile salts. For the treatment of mild cases of diverticulitis, a daily low enema 
accompanied by the use of either the sulfanilamides or the newer biologicals 
such as aureomycin will suffice. Attacks are of short duration. Bed rest is not 
necessary. In the more severe cases, in particular those accompanied by diarrhea 
or signs of peritoneal irritation, more strenuous methods are advised. Bed rest 
is imperative. A nonresidual diet should be prescribed. Atropine is useful in 
overcoming the tenesmus. Great relief will be afforded by the use of small 
saline enemas at intervals of three to four hours. Aureomycin wil be found to 
be of great advantage in limiting the progress of the disease. Five to ten per 
cent solution of glucose in saline will aid in maintaining the electrolyte and fluid 
balance in cases of severe diarrhea. 


Medical treatment offers a good prognosis in the majority of cases of diverti- 
culitis. Unfortunately, of those cases hospitalized, a large percentage develop 
symptoms or complications which jeopardize life. Eggers* in his series found 
44 per cent required surgical intervention. With a larger series Judd and Pol- 
lock'* reported 22.4 per cent required surgery. But surgical intervention is not 
without danger. Cave* and Bacon" report mortality rates of 15.3 per cent and 
4.7 per cent respectively. Rankin and Graham! state the generally accepted view 
that surgical intervention should be reserved for the treatment of such complica- 
tions as acute perforation; abscess formation, fistula, inflammatory obstruction 
and malignancy. Pemberton et al conclude that the use of antibiotics and 
chemotherapy have so markedly reduced the risk of operations that serious con- 
sideration should be given to broadening the indications for surgical interven- 
tion in the treatment of diverticulitis and its complications in view of the obvious 
advantages of resection. 
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Acute perforation and abscess formation:—The procedure of choice in acute 
perforation and abscess formation is drainage. In the more erronic lesions, Kerr! 
advises a preliminary colostomy as being productive of a lower mortality rate. 


Sigmoidovesical Fistula:—Rankin and Graham! advocate a graded procedure 
in cases of fistula between the bladder and sigmoid. In steps they advise colos- 
tomy, the clearing of urinary infection, the separation of the bladder from the 
sigmoid, the closure of the openings in both viscera and finally the closure of 
the colonic stoma. 


Obstruction:—Rankin and Graham advise a prolonged diversion of the fecal 
current by means of a colostomy in cases of obstruction and tumefaction, holding 
that resection in diverticulitisis much more hazardous than a resection in the 
presence of carcinoma. The end results of Case 1, which involved both an 
abscess formation and tumefaction, would tend to support this conclusion. 


Malignancy:—Accepting the view that the incidence of malignancy com- 
plicating diverticulitis is low, Ochsner concludes that radical extirpation of the 
diseased process is not justifiable merely because of the danger of malignant 
change, but further states that since there is a danger of malignancy develop- 
ing and because of the hopelessness of relief in far advanced cases of diver- 
ticulitis, conservative therapy should not be continued too long. It may be 
concluded that surgical intervention is justified where the question of a malig- 
nancy cannot be eliminated and where there is: (a) a palpable mass in the 
abdomen, (b) a definite stenosing of the bowl lumen, (c) a history of chronic 
constipation and the passage of bright blood at stool. The procedure is that 
for radical resection of the bowel using a preliminary colostomy, care being 
taken to have the afferent and efferent stoma widely separated so as to avoid 
crossing over of the fecal current. 


Case No. 20854:—Male, Age 45, Weight 198 pounds. This patient came 
to the clinic on 2/14/47, complaining of a pain in the left groin resembling 
that of stomachache. He gave a history of two episodes of a similar nature 
during the past year. Past history otherwise was essentially negative. On 
physical examination, the temperature was normal. Abnormal findings con- 
sisted of slight abdominal distention, resistance in examination of the lower 
abdomen and the palpation of a mass in the region of the sigmoid. A diagnosis 
was made of diverticulitis and he was placed on a bland diet, mineral oil for 
laxative and daily enemas. There were no laboratory procedures. On 6/11/47 
he returned to the office complaining of cramp-like pains in the lower abdomen 
accompanied by urinary frequency. Physical findings were unchanged. Urine 
and blood examination were normal. I. V. pyelograms were negative for 
pathology as was the proctosigmoidoscopic examination. Barium enema—“There 
appears to be an obstruction in the lower sigmoid area, the cause for which 
is not evident”. Barium was administered orally. The x-ray revealed “multiple 
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diverticula are shown in the descending colon and sigmoid”. There is a narrow- 
ing of the colon in the upper sigmoid area. A diagnosis was made of diver- 
ticulitis with the possibility of carcinoma of the sigmoid. He was admitted to 
the Long Beach Community Hospital 6/29/47 and on 7/2/47 an exploratory 
laparotomy was performed. The findings were a hard mass in the region of the 
junction of the lower and middle third of the sigmoid and producing a stric- 
ture of the bowel. The disease process did not appear to involve other than 
the serosa. Approximately six inches of the bowel was removed and an end-to- 
end anastomosis performed. Pathological diagnosis was “fat necrosis with 
abscess and foreign body reaction and extensive chronic inflammation”. The 
patient had the usual postoperative care, but on 7/7/47 became distended and 
started a septic temperature. He expired 7/14/47. Postmortem findings were 
general peritonitis with multiple small abscesses along the descending colon. 


Case No. 32427:-White Male, Age 72. Entered St. Mary’s Long Beach 
Hospital 2/25/49 complaining of bleeding from rectum. Proctoscopic examina- 
tion showed the bleeding to come from about the length of the sigmoidoscope. 
His RBC was 2,884,000 with 81.9 grams hemoglobin. X-ray report—“Diverticu- 
losis of the sigmoid portion of the colon. The increased irritability of this 
stricture in this area suggesting an associated diverticulitis”. The patient was 
placed on a bland diet and saline enemas, and after receiving transfusions, 
was discharged to his home. Check barium enema on 3/18/49 showed spas- 
ticity of the sigmoid and diverticulitis. Under diet and bowel regulation there 
has been no recurrence of his symptoms. 


Case No. 27891:—White Female, Age 58. This patient was admitted at 

St. Mary's Long Beach Hospital 3/29/48, giving a history of abdominal dis- 
tention with alternating constipation and diarrhea at intervals during preceding 
three years, but with increasing frequency of attacks during past two months. 
Has had occasional bloody seals, Diagnosis of inineation of the colon was 
made. Pathological physical findings were a markedly distended abdomen and 
a mass palpated through the vagina. Laboratory findings were negative. X-ray 
findings were consistent with colonic obstruction approximately 5 to 7 cm. 
proximal to rectosigmoid junction. She was operated March 30, 1948, and the 
sigmoid was found attached to the fundus of the uterus. The sigmoid above 
the adhesion causing angulation was indurated with inflamed distended diverti- 
cula. These ileac were enlarged. A biopsy specimen was taken from the 
indurated area and the lymph node. A transverse colostomy was performed. 
The pathologic report on the specimen was “Chronic inflammation”. Her post- 
operative diagnosis was diverticulitis. She left the hospital 4/12/48 to be 
admitted 6/9/48. At this time the diseased portion of the sigmoid was removed 
and an end-to-end anastomosis of the sigmoid performed. Pathologic report 
on the tissue removed was adenocarcinoma of the sigmoid, Grade III. This 
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case is cited as illustrating the difficulty in differentiating between carcinoma 
of sigmoid and diverticulitis. 
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ACUTE IDIOPATHIC DILATATION OF THE SIGMOID 
CAUSING INTESTINAL OBSTRUCTION 


Case REPORT 


PUM KOO PARK, M.D. 
Chester, Pa. 


Many articles and case reports dealing with Hirschsprung’s disease involving 
a part or the whole of the large bowel have been written and presented before 
various scientific organizations giving the possible etiology, symptoms and the 
latest methods of treatment. Therefore, it is quite superfluous for one to under- 
take to discuss the subject but just report a case that is quite unique from the 
usual run of cases. 


HIsTorY 


D. W., age 30, colored male was admitted to the Medical Service of the 
Chester Hospital via the Accident Ward on 7/17/51 complaining of vomiting and 
diarrhea. The patient felt relatively well until 7/14/51 when he left half of his 
supper uneaten. The next A. M. the patient began vomiting and later had an 
attack of diarrhea. This continued throughout the day with diarrheaic move- 
ments about 20 minutes apart. There was no pain, however, the patient was 
severely nauseated and he contends that the abdomen was distended. A physi- 
cian was called and medication was prescribed but the patient could not keep it 
down. The following day, nausea and vomiting continued and when the 
physician saw him again, he referred him to the hospital for study and treatment. 


The patient had a similar episode two years ago which lasted for four days. 
He had eaten the same food as his family but no one else was ill or had any 


symptoms. On the third day, the vomiting had ceased and the diarrhea subsided. 


There is no history of cancer, tuberculosis, diabetes mellitus or other disease 
in the family history. 


There had been no loss of weight up to the time of the patient's illness. 
Head:—No dizziness, vertigo or headaches. 


Ear, nose and throat:—No ear discharge, nosebleeds, sore throats or hoarse- 
ness. 


Respiratory and cardia:—No significant cough, no hematemesis, no chest pain 
or night sweats. No weakness, shortness of breath or dyspnea. No palpitation. 


G. U.:—No frequency, burning, dysuria, hematuria or nocturia. 
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PuysicAL EXAMINATION 


Patient was a well nourished, well developed negro male in no distress. 
Head:—Symmetrical, no exostoses or endostosis. 
Eyes:—Sclera clear, pupils equal, reacted to light and accommodation. 


Ears, nose and throat:—Ears patent. Mucosa normal. Tongue normal, no 
dehydration. Pharynx brownish, appeared postinflammatory. Dental hygiene 
fair. 


Neck:—No nuchal rigidity, adenopathy not remarkable. 


Chest:—Supraclavicular and axillary areas clear of nodes. Lungs clear to 
percussicn, auscultation revealed the breath sounds to stop about 9th rib pos- 
teriorly. Apparently the abdominal distention compressed the diaphragm. 


Heart:—Blood Pressure 136/96. Pulse rate 60 regular. Apex beat 1 cm. left 
nipple, no thrills. Normal sinus rhythm and no murmurs. 


Abdomen:—Visible distention. Peristalsis, although occasional, could easily 
be seen. Globular masses appeared and disappeared in the flanks. No palpable 
masses or local tenderness. Bladder empty. Inguinal area clear. Tympanic over 
entire area. No shifting dullness. 


Back:—No scoliosis. Costovertebral angle tenderness not elicited. 
Genitalia:—Normal. No scrotal edema or tenderness. 


Rectal:—Sphincters tight, sigmoid rectum clear of growths. There seemed 
to be a distention past the rectosigmoid junction. Feces soft, no blood seen. 


Neurologic:—Sensory and motor systems essentially intact. Deep reflexes 
normal and bilaterally equal. 


On 7/19/51, two days after admission, I was called in for Surgical Consulta- 
tion and reported the following: 


“A young colored male. age 30, lies in bed in extreme discomfort and dyspnea 
due to abdominal distention. Peristalsis absent. Condition suggestive of an acute 
abdominal obstruction due to intrinsic pathology of the large bowel. Should be 
operated on immediately for relief of obstruction.” 
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OPERATION 


Colostomy—By Witzel Method:—Patient was given spinal anesthesia and 
placed in recumbent position with head tilted 5 degrees backward. Abdomen 
prepared with antiseptic solutions and sterile drapes applied. 


A midline incision extending from the umbilicus to the symphysis pubis 
was made, cutting the subcutaneous tissue and fat. Bleeding points were 
clamped and tied. The rectus fascia incised the length of the wound and the 
rectus muscle was split in the midline. The peritoneum was opened and incised 
the length of the skin incision. On opening the peritoneum, a large amount of 
amber-colored peritoneal fluid was encountered. The distended descending colon 
was found presenting through abdominal incision. Distended coil of colon was 
aspirated with trochar and cannula. A large amount of gas and liquid feces was 
evacuated. Thorough examination showed an unusually distended descending 
colon beginning from the splenic flexure down to the rectal pouch. Except for 
a large soft fecal mass, (the size of a small orange) in the rectal pouch, no other 
cause was found for the distention. The fecal mass was disintegrated by manual 
manipulation within the colonic lumen. Colostomy was performed through the 
punctured wound with a mushroom catheter from which the perforated end was 
removed. Free liquid feces found draining through the tube. 


The wound was closed in layers with the colostomy tube around the upper 
end of the wound. The peritoneum was closed with continuous interlocking 
dulox suture, the fascia with chromic catgut and the skin with vertical mattress 
sutures of black silk. 


During the operation, the patient was given intravenous glucose, 5 per cent 
in saline. Patient left the operating room in good condition. 


X-RAY STUDIES 


Chest:—7/17/51 “The lungs are normally aerated and show no evidence of 
disease. The left diaphragm is partly elevated by distention of the splenic flexure 
of the colon. The heart and pleura are within normal limits. 


Inference:—Chest negative.” 


Barium enema study:—7/19/51 “Film and scope survey of abdomen visual- 
ized dilated small intestine and colon (greatly distended ) to mid left iliac region. 
Barium enema filled a greatly distended rectum and sigmoid to a point in mid 
abdomen where complete obstruction occurred and no forward passage of barium 
occurred. In the scope this barium fill was displaced to midline of abdomen by 
gas filled descending colon. 
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Inference:—The point of obstruction is located in lower portion of descend- 
ing colon.” 


LABORATORY STUDIES 


7/17/51—Stool Examination for parasites and ova—negative. 
7/17/51—Sedimentation Rate—normal. 
7/18/51—Blood Chlorides—400 mg. 
7/18/51—Widal Test—negative. 
7/18/51—Bile in Urine—positive. 
7/21/51—Blood Wassermann—Kolmer and Mazzini negative. 
7/21/51—Frei Test—No reaction. 
8/2/51—Blood Urea—7 mg. 
Serum Chlorides—increased from 400 to 744. 
Hematocrit—34. 
7/17/51—Urinalysis—Color—red-amber 
Sediment—clear 
Reaction—acid 
Sp. Gravity—1.022 
Albumin—trace 
Sugar—1 plus 
Diacetic acid—trace 
8/2/51—Urinalysis—Color—yellow 
Sediment—clear 
Reaction—acid 
Sp. Gravity—1.018 
Albumin—faint trace 
Sugar—absent 
t Diacetic acid—absent 


TREATMENT 


On admission, patient was given 1,000 c.c. of 5 per cent glucose in saline 
intravenously. S. S. enema, rectal tube and Wangensteen suction with Levine 
tube were ordered. Following emergency laparotomy and colostomy, patient re- 
ceived intravenous therapy of 1,000 c.c. of 5 per cent glucose in saline with 
Berrocca in A. M. and 1,000 c.c. glucose in water with Berrocca in P. M. Parena- 
mine 1,000 c.c. daily. Morphine sulfate grs. % q. 4 hours for 48 hours. The 
morphine was discontinued and demerol 100 mg. by hypo q. 4 hours for four 
days. 


Antibiotics:—Penicillin in Oil, 300,000 units q. 12 hours for 20 days. Aureo- 
mycin, 500 mg. intravenously q. 8 hours for 12 days. Sulfasuxidine grs. 30 q. 4 
hours for 6 days. Terramycin, 500 mg. q. 4 hours for 3 days. Chloromycetin, 500 
mg. q. 4 hours for 4 days. 
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bs CoursE 1n HospIrau 


Patient’s temperature ranged from 100.3 on admission to 103 postoperatively 
due to blood transfusion and pelvic abscess. The infection in the pelvic area 
subsided spontaneously under antibiotic therapy. 


Other complications were external hemorrhoids resulting from enemas and 
a decubitus ulcer. The hemorrhoids were treated with local applications of 
nupercainal ointment and the decubitus ulcer with zinc oxide ointment. 


The patient was discharged on 8/18/51 with a small draining sinus at the 
site of the colostomy. 


FoLLow-up CARE 


The patient returned to my office on 8/21/51, 9/4/51 and 9/18/51. Large 
bowel x-ray examination on 9/20/51 revealed the following: 


Abdominal Control Exposure:—There is a fairly large accumulation of colon 
gas without signs of obstruction. There is no apparent calculus or abnormal mass 
present. The bony framework is within normal limits. 


Barium Enema:—There is easy filling of the entire colon without evidence 
of any obstruction or filling defect. The rectum and entire colon is about four 
times normal caliber incident to a congenital megacolon. There is no intrinsic 
filling defect, ulceration or diverticulum of the colon. 


In the lower sigmoid portion, there is a slight narrowing of the lumen which 
is persistent and which coincides with the point of obstruction requiring recent 
operation. This narrowing or slight constriction may be physiologic rather than 
due to neoplasm or stricture. There is no evidence of a colostomy, fistula, etc. 
Evacuation of the colon appears 60 per cent complete. The mucosa is not re- 
markable. 


Inference:—Congenital megacolon associated with a relative physiologic 
constriction in the lower sigmoid. The latter factor probably accounts for a 
recent obstruction requiring operation. 

Proctoscopic Examination on 9/22/51 was negative. 


The patient returned to work on 10/ 2/51. 


CoMMENT 


This case is unusual in that it does not conform to the usual type of Hirsch- 
sprung’s disease that we encounter in surgical practice. 








122 THE AMERICAN JOURNAL OF PROCTOLOGY 


First, age of patient. As we all know, the disease usually occurs in infancy 


and childhood. 


Second, acute rather than chronic in nature. The patient usually suffers this 
disease for many many years before consulting a physician for relief of distention. 


Third, absence of constipation and obstipation. In the usual type of case, 
patient usually has severe constipation, even obstipation requiring a laxative 
and enemas to have lower bowel evacuated. In this particular case, extensive 


surgery was not attempted but a simple decompressing operation by colostomy 
was resorted to. 
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SOME PITFALLS IN PROCTOLOGIC PRACTICE 


W. D. CLARK, M.D. 


Battle Ground, Wash. 


In proctologic practice there are several pitfalls which should be guarded 
against. These pitfalls are not peculiar to proctology, but do seem to occur 
much more frequently than in some other fields. The only reason I can give 
is that your protologic patient comes to you, with the diagnosis already made, 
probably by himself. He proceeds to tell you he has piles, itching piles, or 
bleeding piles, and we, as doctors, seem to accept this diagnosis as reason- 
able, then proceed with the treatment after a very superficial examination. 


The two chief pitfalls I have in mind are inadequate history and incom- 
plete physical examination. The brief outline I am giving is my own version 
of a practical and acceptable examination, which does not take too much time, 
is easily made, and readily analyzed. 


Family history should be brief and pertinent as, for example, tuberculosis 
or mental illness. 


Past history should be very brief and should concern itself with previous 
surgery, or disease of some sort, which might be evidenced by abdominal 
hemorrhage, diarrhea, loss of weight, vomiting, or similar events. 


In general, some of the more recent events of the past history, may well 
be incorporated with the present history, as it is sometimes not possible to 
divide these. 


The chief complaint should be as definite and concise as possible. When 
this is ascertained, the next step should be to question the patient in this man- 
ner: “When Did You First Notice a Change in Your Bowel Habits?” This is 
most important. Later, develop the history to include the presence of con- 
stipation, diarrhea, nausea, vomiting, obstruction, flatus, distention, bleeding, 
tarry stools, loss of weight, weakness, general or abdominal pain, painful de- 
fecation, urinary difficulties, swelling or abscess around anus, protruding, itch- 
ing, or bleeding piles, indiscretions in diet or living habits, which might aggra- 
vate the condition. 


Having established a workable history (valuable whether positive or nega- 
tive) proceed with the physical examination. As with the history, that part of 
the examination above the diaphragm, should be general and as brief as 
possible. 
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On the abdomen inspect carefully. Look for jaundice, cyanosis, skin rash, 
distention, tumor, masses, ascites, edema, scars. Palpate carefully for general 
and local tenderness, liver dullness, fluid wave, masses. 


After examining the abdomen proceed to the perineum. Look for vermin, 
dermatitis, or evidence of intense itching, pilonidal cyst, fissure, fistula, abscess, 
thrombotic pile, sentinel pile, protruding pile, prolapse, blood or pus. 


Digital examination should now be done. Not too much information can 
be obtained by this method, but masses may be felt by the examining finger, 
the amount of discomfort or pain to the patient may be evaluated, and the 
amount of tension of the anal opening may be determined. 


With a good light, speculum and crypt hook, examine for fissure, ulcer, 
hemorrhoid, fistula, cryptitis, proctitis, bleeding point, polyp, tumor, foreign body. 


In the sigmoidoscopic examination, ability to pass the scope beyond the 
valves of Houston, is not the only mark of success. Cleansing enemas repeated 
until bowel contents are returned clear, preferably twelve hours previous to 
examination, should be the rule. 


Summary:—Certain pitfalls, such as inadequate history, and incomplete 
examination, are frequently seen in proctology. A brief routine procedure, to 
satisfy. most proctologic conditions has been outlined. 
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PRE- AND POSTOPERATIVE CARE IN RECTAL SURGERY* 


HARRY A. GUSSIN, M.D. 
Chicago, Il. 


Many a paper has been written on this subject. You are all doing rectal 
surgery and are following a certain routine which you find more or less success- 
ful. I am not here to tell you anything new, but to compare notes. I will tell 
you how I prepare a patient for surgery and take care of the patient after the 
operation. I would like you, in turn, to tell me and the rest of us how you do 
it and thus we may benefit by one another's experiences. 


How many of you remember the Bug Club that met in Washington Park 
years ago? They discussed everything under the sun. One day, when the topic 
for discussion was “What is the Truth”, a farmer-looking gentlemen got up 
and said “The Truth is—anything that works; if it does not work, it is not the 
Truth”. I have tried to apply this theory, more or less to the care of my patients. 


Patients come or are referred to the proctologist for two main reasons: pain 
or bleeding. They want to be relieved; they want to be cured. The success of 
the proctologist depends on how painless he can perform the surgery and how 
little pain the patient will experience after surgery. Please remember that these 
operations were the most painful in previous years. Even now people are 
scared of a rectal operation. It is up to the proctologist to change this attitude. 
It has been my experience that there is no other specialty in medicine where 
patients are so appreciative of the doctor for relieving them of their rectal 
troubles. They will never forget you and are even glad to pay the bill. 


ROUTINE 


1. Make a definite diagnosis, if possible, upon the first or second visit, if 
necessary, and explain your findings and treatment to the patient. If surgery 
is indicated, say so. Be firm but friendly. Do not scare the patient, and do not 
tell them that a fissure or an external hemorrhoid, for instance, may turn into 
cancer. Do not be afraid to tell the truth even if you may lose the patient. You 
may lose him anyway if you attempt to treat him conservatively when surgery 
is indicated. 


2. When surgery is indicated and it is decided upon, get a good history, 
examine the patient; his chest, abdomen, blood pressure, blood count, and do 
a proctoscopic examination. The latter is important. I do not have to tell you 
that. How many of you had the experience of doing a rectal examination on 


*Read before the second meeting of the Illinois Branch of the International Academy 
Proctology. 
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a patient from three to six months after a hemorrhoidectomy and found a large 
tumor mass shaking hands with you? In addition the patient is reexamined in 
the hospital where another blood count and urinanalysis is made. If a patient 
is a diabetic or gives a history of heart trouble—postpone the operation for a 
few days. It is best to have a medical man handle medical complications. You 
will sleep better. 


3. Twenty-four hours prior to the admittance to the hospital, patients are 
requested to: 


a) Take three tablespoons milk of magnesia in A.M. and the same 
amount before bed time. 


b) Low residue diet. 

c) Drink plenty of fruit juices. 

d) Sedatives for sleeping. 

e) No physics on day of admittance. 
f ) Bring an electric pad. 


g) Arrive at the hospital about five P.M. on day of admittance. 


4. Complete blood count—hemoglobin, red and white count, and a differ- 
ential. This should also include bleeding and clotting studies. The above stud- 
ies are not essential in a great many cases. Occasionally we may run into cases 
of blood dyscrasias, or severe anemias which may be due to malignancies in 
other parts of the gastrointestinal tract. 


5. The use of antibiotics and chemotherapeutic agents preoperatively is 
not indicated. There are very few instances where there is a demand for them, 
such as gastrointestinal or urinary infections. 


6. The preoperative orders are:— 


a) Sodiuin bicarbonate enema at night only. to prevent liquid stool in 
the operative field. 


b) Seconal or Nembutal gr. 1% for sleep. 


c) No fluids after midnight. Patients may need, occasionally, a little 
gas anesthesia. 


d) Nembutal gr. 3 two hours before surgery. 


e) Morphine sulph. gr. 


, 2 one hour before. 
Scopolomine gr. 1/150 
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7. The surgery is performed as early as possible, before it gets to be too 
noisy on the floor and in the operating room. Do not allow relatives in the 
room to keep the patient up before surgery. 


8. Patient is placed in the jack-knife position. It is a more convenient 
position for the patient, for the surgeon and for the intern. Adhesive tape is 
used to separate the buttocks. Remember to use Comp. Tr. of Benzoin to pre- 
vent adhesive burns. 


9. Novocaine 1 per cent freshly prepared and without adrenalin is used 
for local anesthesia from 30 to 50 c.c. Oil anesthesia—10 c.c. for postoperative 
pain, the latter being injected before starting surgery. 


10. Oxycel and vaseline dressings for postoperative packings covered with 
adhesive tape. 


11. Check for bleeders. Do not take any chances, and at the same time 
do not bury too much catgut. 


12. Patient is returned to bed and allowed to sleep. 


13. Give Codein gr. % and aspirin gr. x as often as necessary. Seldom 
does a patient require morphine for postoperative pain. Codein is not habit- 
forming and takes care of the pain for the first day. They do not require any 
pain pills after that. 


14. Avoid catheterization if possible, especially in elderly male patients. 
If it is necessary to catheterize, it is best to get the G.U. resident to do it. One 
bad job may require a prostatectomy. 


15. So far we have not given patients antibiotics, sulfa or Vitamin K prior 
to surgery, or, immediately, unless the occasion arises, such as temperature, 
oozing, or frequent catheterization. One must consider the expense and fre- 
quent complications from the sulfa and antibiotics. It makes one somewhat 
hesitant. 


16. If bleeding occurs, remove the packing and investigate. It is usually 
due to a spurter from the inferior hemorrhoidal artery. 


17. Remove the packing twenty-four hours later. In most cases the ac- 
cumulation of gas forces the packing out and the patient feels better right away. 
They all feel a great deal better after the packing is out. 


18. Witch Hazel compresses with the electric pad on the outside all day 
long—in bed or sitting on a chair, changing every half hour. The patient may 
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be out of bed, walking around. The electric pad must not be allowed to get 
too hot, as patient may burn due to the local anesthesia. 


19. Forty-eight hours later: 


a) Hot sitz baths, cleansing the area with soap and water and vaseline 
packing replacing the Witch Hazel compresses. 


b) Regular diet. 


c) Milk of magnesia from 2 to 3 tablespoons in the morning, repeating 
in the evening if necessary. Sitz bath after each bowel movement. 
If no bowel movement on the third day—no enemas yet but repeat 
the milk of magnesia on the fourth day. If there are no results, 
then a sodium bicarbonate enema is in place. It is seldom neces- 
sary. The large bulky medications often pack the rectum and 
patients cannot expel the stool. It is very uncomfortable. The 
bearing down sensation must be relieved in a hurry. Milk of mag- 
nesia alone or mixed with mineral oil give best results. 


20. If there are any signs of infection, increased pain, use antibiotics, 
sulfa and hot compresses. Open up the infected area as soon as possible, before 
the patient leaves the hospital. It will heal sooner and the patient will not 
have to be brought back. 


21. Examine patient daily. Separate overlapping edges. Do not use finger 
or too much poking in the surgical area. You may cause unnecessary bleeding 
and invite trouble. Use mercurochrome (nonsurgical) or phemoral (aqueous ). 
Alcoholic preparations will burn and hurt the patient. 


22. Keep patient in hospital from five to seven days. If hypertensive or 
cardiac case, keep longer. 


23. Give patients instructions in detail; what to eat, what to take for 
bowel movements and how to take care after bowel movement. Patients should 
not be allowed to get too constipated or to have diarrhea. Keep in touch with 
patient. 


24. Remember that from the seventh to the tenth day, patient may develop 
postoperative hemmorrage, especially in the hypertensive cases. Be on guard. 
If hemorrage develops send patient to the hospital. If bleeding is excessive, 
take patient to the operating room and examine field and be ready with catgut. 


25. If the period of possible infection and hemorrhage has passed, watch 
for possible stricture formation. You may do frequent dilatations, but do not 
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hurt too much. I doubt if the stretchings help a great deal. One must think 
of possible stricture when performing surgery. Later on the stool becomes the 
natural dilator. Finger dilatation will not help a great deal. No anal canal 
will stretch as much after surgery as it did prior to it. Explain that to the 
patient. It is amazing how often patients will get along and be happy with a 
tight opening, which gradually stretches enough. ' 








EDITORIAL 


Past, PRESENT AND FUTURE 


We are justly proud of the development of the International Academy of 
Proctology. When first conceived, and finally established in 1948, there seemed to 
be almost insurmountable obstacles. When it became obvious, however, that 
the Academy filled a need, and was not in opposition to any existing organiza- 
tion, membership began to grow. Indeed, this growth has been phenomenal. 


To a large extent the growth and development has been due to excellent 
leadership. Each of its Presidents has been an outstanding surgeon, and each 
has played an active role in Academy affairs. 


Our annual meetings have become increasingly popular for their Seminar 
quality. Proctologists, and general surgeons interested in proctology, know that 
they are welcome at these meetings, whether or not they are affiliated with the 
Academy. There has been no fee for attendance. The teaching quality of the 
meetings, and the effort to train men in proctology, have proven potent factors 
in drawing a large attendance. All are welcome, and this teaching policy of the 
Academy will continue unchanged. 


To further stimulate teaching and writing in proctology an award com- 
mittee will be established, and the nature of these awards will be published in 
the next issue of THE AMERICAN JOURNAL OF ProcroLocy. Again, these awards 
will not be limited to the membership of the Academy. Any physician, through- 
out the world, who advances the development of proctology in his clinical prac- 
tice or writing is welcome to enter his experience in competition for these Honor 
Awards. The Awards will consist both of cash and Certificates of Honor. 


The past year has seen the further development of the concept of an “Atlas 
of Proctologic Surgery”. This Atlas is being subsidized in part by the Academy, 
and in part by pharmaceutical house research funds. It is gratifying to see the 
unselfish interest of pharmaceutical houses in the development of proctologic 
education. Without any thought of written or other acknowledgment, phar- 
maceutical manufacturers have contributed liberally to the research and educa- 
tional funds of our organization. One such generous research contribution will 
be reported at the Fourth Annual Convention of the Academy. 


The development of THE AMERICAN JOURNAL oF ProcroLocy during the 
past year speaks for itself. Eminent contributors from all parts of the world, 
and outstanding articles, have made this journal an important feature of every 
institutional library throughout the world. 
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The future is in our hands. Proctology is a relatively new specialty. Much 


further development is possible under proper guidance. The officers of the 
International Academy of Proctology hope to provide this guidance. Let us 
once again restate our objectives, as indicated by our Constitution and By-Laws. 


1. 


bo 


To unite in one association those who are engaged in the specialty of proc- 
tology or its allied fields. 


To advance the practice and study of diseases of the colon and accessory 
organs of digestion, including those of nutrition. 


To stimulate and encourage research in proctology. 


To promote the practical application of all recent advances in proctology 
and to help correlate clinical experimental studies. 


To keep a record of all medical institutions in which proctology and allied 
subjects are taught, with full data pertaining to them; to encourage instruc- 
tion in proctology as a specialty, as well as those subjects allied to proc- 
tology; to establish chapters or branches of this Academy in various parts 
of the country; and, to conduct clinical meetings in proctological subjects 
independently or in connection with other medical organizations. 


To formulate the highest standards and principles for the practice of proc- 


tology. 


To encourage legislation and public support for the advancement of 
proctology. 


To edit and publish the proceedings of the Academy and all matters, papers, 
articles, subjects and reports considered by the Academy. 


It will be evident that the objectives of our Founding Fathers have already 


been partially realized. Let us now dedicate ourselves anew to their complete 
fulfillment in the future. 


ALFRED J. CANTOR. 











NEWS NOTES 


FourtH ANNUAL CONVENTION 


The Fourth Annual Convention of the International Academy of Proctology 
will be held at the Edgewater Beach Hotel in Chicago, IIl., Friday, Saturday, 
Sunday, June 6, 7, 8, 1952. 


The complete program appears in this issue of THE AMERICAN JOURNAL OF 
PROCTOLOGY. 


Members of the medical profession are cordially invited to attend. There 
will be no registration fee. 





ANNUAL MEETING OF BOARD OF TRUSTEES 


The annual meeting of the Board of Trustees of the International Academy 
of Proctology will be held at the Edgewater Beach Hotel, Chicago, Ill., Thurs- 
day evening, June 5, 1952. 





ANNUAL MEETING OF THE INTERNATIONAL ACADEMY OF PROCTOLOGY 


The annual meeting of the International Academy of Proctology will take 
place Friday morning, June 6, 1952 at the Edgewater Beach Hotel in Chicago. 


Those affiliated with the Academy are urged to attend this business meeting. 





DINNER DANCE 


A Dinner-Dance for members of the International Academy of Proctology 
and guests attending the Fourth Annual Convention will be held at the Edge- 
water Beach Hotel, Chicago, Ill., on Saturday evening, June 7, 1952. Reserva- 
tions may be obtained at the registration desk of the convention. 





TEACHING FiuM SEMINAR 


The Teaching Film Seminar of the International Academy of Proctology, 
which was so enthusiastically acclaimed last year, will take place at the Edge- 
water Beach Hotel in Chicago, Sunday, June 8, 1952. 


Dr. Edgar Scott of Birmingham, Ala. is Chairman of the Seminar. 
132 
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FELLOWSHIP KEY 


A Fellowship Key of 10K Gold as illustrated, is now available to Fellows of 
the Academy of Proctology. 


Applications for the Fellowship Key should be made to the 
office of the Secretary at 43-55 Kissena Blvd., Flushing, N. Y. 


A check in the amount of $15.00 should accompany the 
order for the key. 


The key may also be ordered at the time of the regular 
annual meeting in Chicago. 








CoursE IN PosTGRADUATE GASTROENTEROLOGY 


The National Gastroenterological Association announces that its Fourth 
Annual Course in Postgraduate Gastroenterology will be given at the Hotel 
Statler in New York City on October 23, 24, 25, 1952. 


As in past years the Course will again be under the direction and co-chair- 
manship of Dr. H. Wangensteen, Professor of Surgery of the University of 
Minnesota Medical School, who will serve as surgical co-ordinator, and Dr. I. 
Snapper, Director of Medical Education of The Mt. Sinai Hospital, New York, 
N. Y., who will serve as medical] co-ordinator. 


Drs. Wangensteen and Snapper will be assisted by a distinguished faculty 
selected from the medical schools in and around New York City whose presen- 
tations will cover: diseases of the mouth, diseases of the esophagus, diseases of 
the stomach, psychosomatic aspects of gastrointestinal disease, diseases of the 
liver and gallbladder, diseases of the pancreas and spleen, diseases of the colon 
and rectum from the medical as well as surgical aspects, and other miscellaneous 
subjects including pathology. physiology, radiology, gastroscopy, etc. 


One complete session will be devoted to a Clinical Pathological Conference 
at the Mt. Sinai Hospital in New York City. 
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For further information and enrollment write to the National Gastroen- 
terological Association, Department AJP, 1819 Broadway, New York 23, N. Y. 





NATIONAL GASTROENTEROLOGICAL ASSOCIATION 1952 AwarD CONTEST 


The National Gastroenterological Association again takes pleasure in 
announcing its Annual Cash Prize Award Contest for 1952. One hundred dollars 
and a Certificate of Merit will be given for the best unpublished contribution on 
Gastroenterology or allied subjects. Certificates will also be awarded those 
physicians whose contributions are deemed worthy. 


Contestants residing in the United States must be members of the American 
Medical Association. Those residing in foreign countries must be members of a 
similar organization in their own country. “The winning contribution will be 
selected by a board of impartial judges and the award is to be made at the 
Annual Convention Banquet of the National Gastroenterological Association in 
October of 1952. 


Certificates awarded to other physicians will be mailed to them. The decision 
of the judges will be final. The Association reserves the exclusive right of 
publishing the winning contribution, and those receiving Certificates of Merit, 
in its Official Publication, Tae Review or GASTROENTEROLOGY. 


All entries for the 1952 prize should be limited to 5,000 words, be type- 
written in English, prepared in manuscript form, submitted in five copies accom- 
panied by an entry letter, and must be received not later than September 1, 1952. 
Entries should be addressed to the National Gastroenterological Association, 
1819 Broadway, New York 23, N. Y. 





Du Memoriam 


We record with profound sorrow the passing of Dr. Morris Zukerman of 
Rock Island, Ill. 
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ABSTRACTS FOR PROCTOLOGISTS 


MULTIPLE PRIMARY MALIGNANT LESIONS OF THE COLON: A. Behrend, 
H. D, Stein. J. Internat. Coll. Surgeons, 16:454-9, (Oct.), 1951. 


The authors report a case of multiple ple operative care, whose course was traced 


carcinomas of the large bowel with multi- for approximately 17 years. 
Haro_p NEIFELD 


SACROCOCCYGEAL DERMOID: F, George ReBell. Am. J. Surg. 81:101-103, (Jan.), 1951. 


This is a case-report of a white woman, days following surgery. Observation, which 
aged forty-four po presents an unusually continued over a period of 8 months, re- 
unique detailed study of coexisting, well vealed the perineal wound to have closed 
defined rectal and extra-rectal lesions oc- completely with soft scar tissue. The Colos- 
curring in the same patient. The necessity tomy functioned satisfactorily and the pa- 
for abdominoperineal resection because of tient was irrigating through the permanent 
adenocarcinoma of the rectum facilitated artificial anus every second day successfully, 
complete removal and study of this true without secondary spillage. 
dermoid cyst. This patient made an un- 
eventful recovery and left the hospital 14 Donap C, CoL.ins 


NEWER CONCEPTS IN THE SURGICAL MANAGEMENT OF MEGACOLON: 
F. D. Conole. N. Y. State J. Med. 51:2409-10, (Oct. 15), 1951. 


Conole supports the present concept that anal sphincter, or being born with too much 
true Hirschsprung’s disease is a congenital colon. This type may be benefited by sym- 
enlargement of the colon except the rec- pathectomy, medical regimen alone, or the 
tum, in which there is an absence of the Swenson operation in the few that fail to 
myenteric ganglia in the rectal wall and respond to medical treatment. He also as- 
part of the pelvic colon, and believes that serts that dilatation of the colon above some 
the Swenson operation: a “pull through” type of obstruction (tumor within or out- 
abdominoperineal resection of the involved side the rectum or inflammatory condition 
pelvic colon and rectum, is the treatment. causing stricture) may occur at any age. 
He states that idiopathic megacolon is 
caused by faulty bowel habits, a spastic Haroip NEIFELD 


INTESTINAL OBSTRUCTION WITH FIBROCYSTIC DISEASE OF THE PANCREAS: 
J. D. Rogers, A. H. Baggenstoss, J. E. Musgrove, and R. L. J. Kennedy. Minnesota Med. 
3:No. 11, (Nov.), 1951. 


Three cases of meconium ileus are re- study of these patients is recommended. 
posted! from: the Mayo Citsic. The Hiatt-Wilson method of treating 

One was treated by saline irrigation these gravely ill neonatal infants, i.e., irri- 
through a temporary catheter ileostomy, the gation with saline solution of pancreatin 
other two, complicated by atresia of the to remove inspissated meconium during 
ileum and imperforate ileocecal valve, laparotomy, followed by pancreatin through 
a were subjected to resection a gastric tube and later by mouth, is 
and anastomosis. All died, and all exhibited deemed the most promising method of 
fibrocystic disease of the pancreas and treatment to date. The authors speculate 
characteristic pulmonary changes at ne- as to whether irrigation through a duodenal 
cropsy. catheter might suffice. 

The use of radio-opaque oil for roentgen A. H. BorcErRson 
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THE DIAGNOSIS OF CARCINOMA OF THE COLON AND RECTUM: C. Williams. 
Virginia M. Monthly. 78:637-641, (Dec.), 1951. 


Carcinoma of the colon represents about 
17 per cent of all malignant lesions. Twenty 
per cent of these occur in the right colon, 
80 per cent in the left colon. Sixty per 
cent of left colon carcinomata are found 
in the lower sigmoid and rectum. Fifty 
per cent of all colon lesions can be diag- 
nosed by digital, and another ten per cent 
by proctosigmoidoscopic examination. The 
x-ray (barium enema, evacuation and con- 
trast films) examination is reliable in 
diagnosing lesions of the right, transverse, 
descending and sigmoid colons. In general, 
the prognosis is in direct proportion to the 


duration of the disease. 


The first symptoms of growth of the 
right colon are constitutional: weakness, 
loss of weight, secondary anemia and 
occasionally pain. In the rest of the colon 
the symptoms are obstructive: increasing 
constipation, change in character of the 
stool, frequent obvious blood in the stool 
and some abdominal distress or vague 
pain. The lesions may be multiple, and are 
frequently accompanied by polyps. 


Haro.tp NEIFELD 


HYPERNEPHROMA OF THE SIGMOIDCOLON: Herbert T. Hayes and Harry B. Burr. 


Am. J. Surg. 81:98-100, (Jan.), 1951. 


A case-report is made of a married white 
woman, sixty-nine years of age. Her case 
was considered unusual because of a soli- 
tary metastasis from a hypernephroma of 
the left kidney to the mucosa of the sig- 
moid colon. No other metastases were 
found. This peculiar metastasis cannot be 
explained. A possible route is through the 
vertebral veins described by Batson in 1940. 
These veins lack valves and communicate 
with the renal, portal, and peripheral cir- 
culation. Increase in intraabdominal pres- 
sure may dislodge tumor thrombi and 


produce paradoxical metastases which by- 
pass the pulmonary, portal and caval cir- 
culations. This metastasis was in the mid- 
sigmoid colon and caused complete 
obstruction of the lumen. At operation no 
intraperitoneal metastases were found. The 
polypoid mass in the mid-sigmoid together 
with 21 cms. of bowel were resected and 
an end-to-end anastomosis performed. The 
convalescence was smooth and uneventful. 
Chest x-ray taken during convalescence was 
negative for metastases. 
DonaLp C. COLLINS 


A CRITICAL APPRAISAL OF THE EXTENSION OF RADICAL OPERATION FOR 
RECTAL CANCER. H. E. Bacon, L. E. McCrea, H. D. Trimpi. J. Internat. Coll. Surg. 


16:694-705, (Dec.), 1951. 


Bacon et al advocate extended abdom- 
inoperineal excision with permanent ab- 
dominal colostomy for invasive carcinoma 
of the rectum. Their aim is to excise the 
growth with its extensions and all involved 
or potentially involved lymphatics and 
nodes en masse together with ligation and 
division of the main venous channels of 
the involved tissue before doing any 
manipulation. 


They control hemorrhage by early liga- 


tion and division of the inferior mesenteric 
artery, and ligation of the hypogastric 
arteries distal to the origin of the superior 
gluteal arteries. An artificial pelvic floor is 
established by means of a large pack in- 
troduced from below with no concern for 
peritonealization. The ureters are implanted 
into the anterior abdominal wall. They also 
use adequate whole blood infusions before, 
during and after the operative procedure. 


Haro_p NEIFELD 





CYTOLOGIC DIAGNOSIS OF MALIGNANCIES OF THE LOWER BOWEL AND REC- 


TUM. W. A. Blank and A. H. Steinberg. 


Malignant cells were demonstrated in 
smears taken directly from the surface of 
neoplastic growths in the rectum or sig- 
moid in 65 per cent of cases examined in 





Am. J. Surg. 81:127-131, (Jan.), 1951. 


The Departments of Proctology and 
Pathology of The Toledo Hospital, Toledo, 
Ohio. Only one out of nineteen cases 
showed malignant cells when the smear 
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was taken from a discharge below the 
lesion. A possible explanation is given for 
the — absence of neoplastic cells in 
areas below malignancies of the sigmoid 
and rectal areas. With the methods used in 


this investigation, the smear technic was 
of no aid to ordinary diagnostic procedures. 
This paper received the Cincinnati Procto- 
logic Society Award for 1950. 

Donatp C, CoLiins 


ABDOMINOPELVIC LYMPH-NODE DISSECTION IN CANCER OF THE RECTUM 
AND DISTAL COLON: M. R. Deddish. Cancer 4:1364-1366. 


Since Deddish frequently found in 
advanced cancer of this area residual dis- 
ease in the genital tract (in the posterior 
vagina, ovaries and uterus in the female 
and in the fascia posterior to the seminal 
vesicles and to the prostate gland in the 
male) and frequent metastatic involvement 
of the obturator and hypogastric lymph 
nodes and the nodes adjacent to the 
greater pelvic vessels, the lower abdominal 
aorta and vena cava, he advocates in 
lesions at or below the peritoneal reflection, 
a modified Miles abdominoperineal resec- 


tion of the rectum: The inferior mesenteric 
artery is ligated at the aorta. The aortic 
sympathetic plexus is severed at the level 
of the transverse duodenum and with 
underlying paraortic lymph nodes is stripped 
down to the bifurcation of the aorta. The 
promontory, iliac, hypogastric and obturator 
lymph-node areas are also dissected out. 
In addition Deddish recommends radical 
excision of the tissues in the genital areas 
where he had found residual disease. 


Haro.tp NEIFELD 


OIL SOLUBLE ANESTHETICS IN PROCTOLOGY: A. M. Phillips, Southern M. J., p. 589, 


(July) 1951. 


(1) An attempt is being made to make 
the proctologic patient more comfortable. 
(2) Oil soluble anesthetics play a part in 
accomplishing this. (3) Fissures, pruritus 
ani, and postoperative hemorrhoidectomies 
are the conditions in which the most relief 


is obtained. (4) Coccygodynia and rectal 
neuralgia are the least helped. (5) The 
technics have been briefly described. (6) 
The contraindications of the use of oil 
soluble anesthetics have been given. 
Epcar Scorr 


A NEW METHOD OF POSTOPERATIVE ANORECTAL ANALGESIA: Sidney Krohn 
and John B. Spriggs, and C. Harwell Dabbs. Am. J. Surg. 82:275-277 (Aug.), 1951. 


A new method for decreasing post- 
operative discomfort in anal surgery is pre- 
sented. It consists of the injection of four 
per cent xylocaine (Astra Pharmaceutical 
Products Company, Worcester, Mass.) in 
almond oil by hypospray (R. P. Scherer 
Corporation, Detroit, Mich.). 119 injections 
of this oily solution were made into labora- 


tory animals without the production of any 
significant tissue reactions. 29 patients 
treated by this technic showed much less 
postoperative discomfort than a comparable 
control group. No evidence was detected 
at the sites of injection of any local re- 
actions. 
DonaLp C. CoLLINs 


CARCINOMA OF THE COLON WITH METASTASES TO THE LIVER: William B. 
Rawls and V. Charles Ancona, Am. J. Surg. 82:287 (Aug.), 1951. 


A case report is made of a white female 
aged 54 years who developed a metastatic 
adenocarcinoma of the liver, arising from a 
primary adenocarcinoma of the proximal 
descending colon that was surgically re- 
moved by a Mikulicz resection ten years 


previously. At the time of the resection no 
metastases to the regional lymph nodes or 
to the liver were found. The patient had 
remained in apparent good health for nine 
years following her Mikulicz resection. 
Donap C. CoLiins 
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PATHOLOGIC CONDITIONS TREATED BY PROCTOLOGISTS: Julius E. L’n1, Southern 


M. J. p. 43 (Jan.), 1952. 


This paper is an analysis, in a brief and 
rather general fashion of the pathological 
findings (routine, gross, and microscopic 
examinations) in 1,061 anorectal operations 
performed over a three-year period at the 


Birmingham Baptist Hospital by proctolo- 
gists, general surgeons, and other * 
cians. Three specific cases are discussed. 


Epcar Scotr 





HERNIATION OF THE RECTUM FOLLOWING COCCYGECTOMY: J. E. McClenahan 
and Bernard Fisher. Am. J. Surg. 82:288-289 (Aug.), 1951. 


A case report is made of a 65 year old 
white female who had a coccygectomy done 
for the relief of intractable pain due to an 
old fracture 35 years ago. One and one- 
half years postoperatively she developed a 
herniation of the rectum through the space 
formerly occupied by the coccyx. The 
herniation was reduced surgically and the 


SPONTANEOUS EXPULSION PER ANUM 


defect was closed by tantalum gauze mesh. 
The postoperative results two years after 
surgery were satisfactory. It is stated by 
the authors that this is the first instance 
of this type of herniation of the rectum to 
be reported in the american medical 
literature. 
DonaLp C. CoLLins 


OF SEQUESTRATED TRANSVERSE 


COLON: Ronald N. Grant and Lemuel Bowden. Am. J. Surg. 82:299-302 (Aug.), 1951. 


A case report is made of a 47 year old 
female domestic who had a large carcinoma 
of most of the stomach with direct exten- 
sion into both the body of the pancreas 
and the base of the transverse mesocolon. 
No evidence of distant metastases was 
found following exploration. A total gas- 
trectomy with partial pancreatectomy, 
splenectomy and resection of a large por- 
tion of the left transverse mesocolon was 
done. Gastrointestinal continuity was re- 
stored by a retrocolic esophagojejunostomy. 
Thirty-five cm. of the left transverse colon 
had only a 1 to 2 cm. fringe of fat and 
small blood vessel arcades left on its mes- 
enteric border. The color of this portion 
of the left transverse colon appeared to be 
good and the circulation appeared to be 
adequate. To avoid a possible herniation 
of the small bowel through the large hiatus 
left by resection of the mesocolon, the un- 
supported transverse colon was doubled on 
itself by approximating the serosal edges 
with interrupted No. 000 silk sutures. 


On the fifth postoperative day, a fecal 


fistula appeared in the left flank that spon- 
taneously closed on its own accord on the 
twentieth postoperative day. On the nine- 
teenth postoperative day the patient passed 
per anum in a semi-liquid stool, a 36 cm. 
long segment of sequestrated colon. Fol- 
lowing this event, the patient made an un- 
eventful recovery and left the gastric 
service of The Memorial Hospital, New 
York City on the twenty-sixth postoperative 
day, tolerating an unrestricted soft diet. 
When last seen five and one-half months 
following surgery, the patient was found to 
be in good general condition. 


Similar case reports were found in the 
literature before surgery was used to treat 
intussusception. These case reports em- 
phasize the remarkable ability of the in- 
testinal tract to maintain its continuity. 
The authors conclude that bowel freed of 
mesentery should be immediately resected 
or exteriorized regardless of its apparent 
viability. 


DonaLp C. COoLLINs 





THE SURGICAL TREATMENT OF DIVERTICULITIS OF THE SIGMOID COLON: 
J. P. West. N. Y. State J. Med. 52:329-322 (Feb. 1), 1952. 


Five per cent of all people 40 years of 
age or older have diverticulae of the colon, 
75 per cent of which occur in the sig- 
moid; and, while inflammation may develop 
in any diverticulum, in the great majority 
of cases it occurs in the sigmoid. The com- 


plications are acute (peritonitis, abscess, ob- 
struction ) or late (fistulae, persistent disease, 
recurrent attacks of inflammation). Of 118 
cases, 33 per cent were treated by opera- 
tion, 25 cases for the acute complications, 
18 for the late. 
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No immediate resections were done for 
acute complications. Three patients had 
colostomy plus suture of perforations, 3 
colostomy and drainage of the sigmoid area, 
one suture of the perforation without drain- 
age, 3 celiotomy with a drain inserted to 
the point of perforation, 2 celiotomy with- 
out drainage. Four patients with abscess had 
incision and drainage. Five cases of ob- 
struction were treated by cecostomy, 3 by 
colostomy, and one by freeing a kink of a 
loop of ileum fiom an acute inflammatory 
process. 


The treatment for the chronic complica- 
tions was, for fistulae, preliminary colos- 
tomy followed later by excision of the fis- 


tula and the involved segment of colon; 


for chronic and recurrent inflammation, re- 
section. Three cases were treated by resec- 
tion after the acute process subsided follow- 
ing colostomy. Fifteen had end-to-end 
anastomosis, (9 with a previous colostomy, 
3 a complementary cecostomy, 2 a Mikulicz 
operation, and one a Balfour sleeve type of 
resection ). 


The 25 per cent mortality rate of the 
acute complications can be reduced by a 
proximal colostomy. The involved segment 
of sigmoid should be resected prior to 
closure of the colostomy. Resection of the 
diseased segment is a_ satisfactory and 
relatively safe method of treating chronic 
and recurrent diverticulitis. 

Haro_tp NEIFELD 





CARCINOID TUMORS OF THE RECTUM. REPORT OF SEVEN CASES: Michael C. 
Tavenner, Harry E. Bacon and Augustin R. Peale. J. Internat. Coll. Surg. 16:265-284 (Sept.), 


1951. 


These authors present 7 instances of 
carcinoid tumor of the rectum, in one of 
which the lesion was associated with me- 
tastases to the liver and other abdominal 
viscera. A search of the literature, includ- 
ing these 7 cases, records a total of 78 
cases of carcinoid tumor of the rectum; in 
8 examples metastases were present, an in- 
cidence of 10.2 per cent. This incidence of 
metastases is the lowest of any group of 
carcinoids except those arising in the vermi- 
form appendix. In 6 of these 7 cases all 
were negative to mucicarmine stains and 
only 2 revealed scant argentophilic areas by 
silver stains. 


All of these 7 reported carcinoids were 


“picked up” by proctosigmoidoscopy in pa- 
tients with anorectal disease or during a 
routine physical examination in those in 
apparent health. Therefore, the importance 
of detailed examination of both the ano- 
rectum and the lower sigmoid colon is 
obvious. 


Carcinoid tumors of the rectum should 
be considered as being malignant, but for 
the most part slow-growing. Doubtlessly, 
metastasizing lesions have been misdiag- 
nosed as carcinoma; and the histologic pic- 
ture has encouraged many pathologists to 
diagnose these tumors as “small-celled” 
carcinoma. 

DonaLp C, COoLLins 





LIPOMATOUS HYPERTROPHY OF THE ILEOCECAL VALVE: Monte Edwards and 
Henry Zangara. Am. J. Surg. 82:533-537 (Nov.), 1951. 


Two case reports are presented that were 
seen in the past year for two reasons: 1. 
To direct attention to a type of lesion— 
lipomatous hypertrophy of the ileocecal 
valve—distinct from the usual variety of 
lipoma and presenting some rather peculiar 
roentgenologic findings. 2. To apprise the 
surgeon of the necessity for a major opera- 
tion should he believe there is premise for 
removal of the lesion. One was a white 
woman aged 57 years, and the other was a 


white woman aged 55 years; both seen at 
Tke University Hospital, University of 
Maryland, Baltimore, Md. Both of these 
patients were operated upon, the ascending 
colon, cecum and terminal ileum were re- 
sected and gastrointestinal continuity was 
restored by an end-to-end anastomosis of 
the ileum to the ascending colon. Both 
patients made excellent recoveries. 


DonaLp C. COoLLIns 
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CARCINOMA OF THE COLON: Champ Lyons and Frederick W. Smith, J. M. Assoc. 


Alabama. p. 353 (April), 1951. 


The subject is treated in a brief and gen- 
eralized fashion, stressing the fundamental 
principles to be observed toward making a 
diagnosis of carcinoma of the colon. An 
evaluation of the various types is discussed 
in general fashion. 


Certain pertinent features in the manage- 
ment of carcinoma of the colon are pre- 
sented. The malignant potentiality of be- 


nign polyps, papillomas, familial polyposis 
of the colon, chronic ulcerative colitis, and 
diverticulitis are discussed. The diagnostic 
features of carcinoma of the right colon and 
carcinoma of the left colon are presented. 
Several considerations with regard to colon 
surgery are discussed. 


Epcar Scotr 





A RARE ANOMALY OF THE RECTUM AND LOWER URINARY TRACT: Francis J. 
Burns, LeRoy J. Stephens and Helmuth H. Kramolowsky. Am. J. Surg. 82:538-541, (Nov.), 


1951. 


A case report is made of a 12 hour male 
child, weighing 8% pounds that was seen by 
The Departments of Surgery, Pediatrics and 
Urology, St. Louis University School of 
Medicine, St. Louis, Mo. The incidence of 
congenital abnormalities of the anus and 
rectum is said to be one in every 5,000 to 
10,000 newly born babies. This patient pre- 
sented a defect in the ventral abdominal 
wall 6 cm. in diameter in the midline where 
one would expect to find the symphysis 
pubis. A separate penis and scrotum were 
situated on each side of the body at the 
junction of the groin and upper thigh, and 
a bilateral hypospadius was present, the 
urethral openings being placed at the 
medial aspect of the peno-scrotal junction. 
No testis was felt in the right scrotal sac. 
X-ray examinations revealed a defect of the 
innominate bone with only slight rudi- 
mentary pubic bones bilaterally and wide 
space separation at the symphysis. The rest 
of the skeleton appeared to be normal. At 
the first operation, done on the afternoon 
of the first day of hospital entry, the fol- 
lowing positive findings were noted: Ab- 
dominal exploration:—Urinary bladder sit- 
uated beneath ventral abdominal defect, 
but more to the right of the midline; right 
testis lying high on the right side of the 
pelvis; rectum had atresia and incomplete 


descent—ending in a blind pouch, and the 
entire rectum was found to be doubled up 
in a firm rounded mass approximately 5 
cm. in diameter to form a nodule at the 
terminal end of the gut. Two large diver- 
ticula of the urinary bladder were seen to 
protrude through the perineum to the out- 
side. The rectum and sigmoid were freed 
of their attachments and brought out 
through the incision, temporarily. The two 
diverticula, that pathologically were iden- 
tified as being derived from the rectum, 
were resected close to the urinary bladder 
with which they directly communicated. 
The perineal skin was closed over the re- 
constructed urinary bladder. A small stab 
wound was made at the site of where the 
anus should be and the distal previously 
freed rectum and sigmoid was replaced in 
the pelvis and brought out through this 
perineal skin incision, in a “pull-through” 
fashion. The distal end of the nodular 
bowel was excised, and pathologically was 
identified as being a necrotic postanal cyst, 
measuring 5 by 3 cm. 


The distal end of the cut sigmoid colon 
was then sutured to the edges of the 


perineal wound. 


DonaLp C. COLLINs 





ADENOMA OF THE RECTUM AND LOWER PORTION OF THE SIGMOID: A Clini- 
copathologic Study. Wilford L. Cooper, Louis A. Buie and John R. McDonald. Am. J. Surg. 


82:546-552 (Nov.), 1951. 


This study was undertaken because it 
was thought that the histologic diagnosis 
of adenoma of the rectum and lower por- 
tion of the sigmoid made on the basis of 
routine biopsy was not always corroborated 


by the final proctologic and surgical diag- 
nosis. Because of this 141 biopsy speci- 
mens taken from 141 patients with an 
original biopsy diagnosis of adenoma were 
reexamined. Each section of tissue was re- 
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classified on the basis of histologic changes. 
An attempt was made to correlate the 
diagnoses made on histologic reclassification 
with those of the proctologic and surgical 
examination. Of the 141 lesions with an 
original histologic diagnosis of adenoma 
made by biopsy, later fifty proved to be 
adenocarcinomas, eighty-one proved to be 
polypoid lesions either with or without 
malignant changes, six proved to be in- 


flammatory, two were adenomas and two 
were hemorrhoids. 


Increased care should be taken to dis- 
tinguish between adenoma alone and 
adenoma that contains grade 1 adenocar- 
cinoma. 


DonaLp C. CoLLins 





THIOURACIL DRUGS IN THE TREATMENT OF CHRONIC ULCERATIVE COLITIS: 
R. A. Herfort, H. H. Livingston. N. Y. State J. Med. 52:431-6 (Feb. 15), 1952. 


Eight of 15 ambulatory patients with 
chronic ulcerative colitis were treated with 
200 mg. tablets of thiouracil t.i.d., 7 with 
106 mg. tablets of propylthiouracil t.id. for 
at least 3 months. After 1 to 4 weeks sig- 
nificant signs of improvement occurred (de- 
creased bowel frequency, abatement of ab- 
dominal cramps, decrease or disappearance 
of blood in stools, subsidence of fever, in- 
crease of weight and hemoglobin). In only 
1 of 5 patients on whom post-drug x-ray 


studies were obtained was any significant 
change noted: a return of the haustrations 
in the descending and sigmoid colon. Thi- 
ouracil by increasing the serum cholesterase 
activity, which is antagonistic to acetyl- 
choline (the chemical mediator of the 
parasympathetic nervous system), depresses 
vagal activity, which is a factor in chronic 
ulcerative colitis. 


Haroip NEIFELD 


THE VALUE OF ROENTGENOGRAPHIC STUDIES IN: THE TREATMENT OF PIL- 
ONIDAL DISEASE: A. J. Caliendo. N. Y. State J. Med. 52:343-5 (Feb. 1), 1952. 


Pilonidal disease is a general term to 
designate pathology in the sacrococcygeal 
area, not only pilonidal cysts but any cysts 
and sinus tracts. One of every 10 cases 
studied by preoperative X-rays had some 
deformity of the bony elements of the sac- 
rococcygeal area or of the coccyx. If X-rays 
demonstrate a congenital bony deformity 


(spina bifida, poorly defined or deformed 


coccyx), the surgeon should be alerted for 
the possibility of a bony communication. 
This may be a sacral cyst, or a lesion of 
the coccyx may communicate with piloni- 
dal cysts or sinuses. Treatment would re- 
quire removal of the cyst from the sacral 
canal or of the infected coccyx together 
with the soft tissue sinuses. 
Haro_tp NEIFELD 


MAXIMAL DIAGNOSTIC POTENTIAL OF BARIUM ENEMA IN THE MANAGE. 


MENT OF COLON DISEASE: James A. 


In a series of 600 patients with anorectal 
disease the history, physical examination 
and proctosigmoidoscopic examination ruled 
out any suspicion of intrinsic colon disease. 
However, adjunctive barium enema studies 
revealed 123 per cent of these - patients 
actually did possess abnormalities of the 
colon and that 2.7 per cent of the entire 
series had clinically significant and unsus- 
pected colon disease. Four operations were 
done. Colotomy and polypectomy were 
performed in three patients for benign 


Ferguson. Am. J. Surg. 82:553-556 (Nov.), 1951. 


polyps and a right colectomy and _ileo- 
transverse colostomy was done in the last 
patient for a benign polypoid lesion. No 
instance of diverticulosis and diverticulitis 
required surgical intervention. No car- 
cinomas were discovered in this particular 
study. It is hoped that a barium enema 
will become an integral part of the diag- 
nostic armamentarium of all those who 
treat anorectal disease. 


DonaLp C, CoL.ins 
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AMINO ACID THERAPY FOR PRURITUS ANI: Lawrence G. Bodkin. Am. J. Surg. 82:557. 


558, (Nov.), 1951. 


A large percentage of patients with pru- 
ritus ani have some irritant seeping from 
the anal canal onto the perianal skin. The 
irritant that has been studied in this report 
is able to precipitate protein, is possibly 


related to ammonia and its compounds can 
be neutralized or absorbed by a special 
amino acid mixture. 


DonaLp C. COLLINS 





VOLVULUS OF THE COLON: Lee Rademaker and Earl L. Royer, Southern M. J. p. 1005, 


(Nov.), 1951. 


Three cases of volvulus of the sigmoid 
are reported, treated by intubation and 
laparotomy. Attention is called to the pos- 
sibility of conservative management with- 
out laparotomy by intubation via procto- 
scope. Prompt diagnosis by physical and 
x-ray findings, and the absence of leucocy- 
tosis or gangrene seen by proctoscope, make 
the conservative treatment ideal. Review 
of the literature shows advisability of re- 
section only in recurrent cases during free 
interval, or in those cases with existing 


gangrene. In the latter type, the Mikulicz 
resection, while safest and most easily done, 
can be used only where all the gangrenous 
loop can be extruded, and this is seldom 
possible due to the location of the distal 
loop strangulation. End-to-end anastomoses 
are attended with real difficulties due to the 
condition of the proximal bowel and fixation 
of the distal loop. None of the authors’ 
cases was attended by gangrene. 


Epcar Scotr 





SURGICAL MANAGEMENT OF IDIOPATHIC PRURITUS ANI: Guy L. Kratzer. Am. J. 


Surg. 82:560-563 (Nov.), 1951. 


Observations made upon 75 consecutive 
cases of idiopathic pruritus ani subjected 
to definitive surgery revealed the following 
data: Average age—44 years, males—72 per 
cent; with associated anorectal disease— 
90.6 per cent; average number of years fol- 
lowed after surgery—3 years; no recurrence 
—61.3 per cent; slight recurrence—36.0 per 
cent; and complete recurrence—2 cases or 
2.6 per cent. 


The author concludes therefore that sur- 
gery has a definite place in the treatment 
of selected cases of idiopathic pruritus ani. 
Multiple stage procedure in the removal of 
all or practically all the involved skin 
eliminates the unpleasant symptoms due to 
scar formation. It permits proper epithe- 
lization as proven by microscopic study. 
These results in 75 cases are encouraging. 

Donacp C. COoLLins 





STREPTOMYCIN IN THE TREATMENT OF ANORECTAL TUBERCULOSIS. WITH 
PARTICULAR REFERENCE TO TOPICAL THERAPY: Isaac Skir, Norman L. Freund 
and Joseph M. Gross. Am. J. Surg. 82:564-570 (Nov.), 1951. 


In 21 patients believed to have had 
tuberculous anorectal disease and treated 
during the three year period between De- 
cember, 1946, through November, 1949, 
certain conclusions are drawn by the 
authors as follows: Under streptomycin 
therapy wounds stagnant for many weeks 
premptly assumed new activity. Burrowing 
was arrested whereas fibrosis and vascu- 
larity were stimulated, and epithelalizatior 
and healing generally accelerated. The in- 
tramuscular route appears to be the most 
dependable because it offers ease and 
regularity of administration and the cer- 


tainty of absorption and of systemic effect. 
Topical streptomycin treatment is a valu- 
able adjuvant through its powerful local 
effect. It is most effective in an aqueous 
medium. To avoid sensitization, which oc- 
curred in three (14 per cent) of our cases, 
it seems advisable to discontinue local ap- 
plications after two or three seeks. Al- 
theugh favorable results were obtained 
under streptomycin therapy following mini- 
mal procedures, adequate surgery remains 
the basic treatment. 


DonaLp C. CoLLins 
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RECENT ADVANCES IN COLON AND RECTAL SURGERY: Garnet W. Ault, Southern 


M. J. p. 737 (Aug.), 1951. 

This paper points out some “reminders” 
which are fundamental in principle, easy of 
execution, and of great value in the ad- 
junctive radiologic diagnosis of colon-rectal 
pathology, but which are unemployed or 


neglected by the Radiologist. A few gen- 
eral remarks with regard to the pre- 
operative care, surgical treatment, and pro- 
cedures are aad. 

Epcar ScoTtT 





PROPHYLACTIC OOPHORECTOMY WITH RESECTION OF THE LARGE BOWEL 
FOR CANCER: Con Amore-V. Burt. Am. J. Surg. 82:571-577 (Nov.), 1951. 


Among 493 patients with carcinomas of 
the large bowel operated upon at The Pres- 
byterian Hospital (New York City) be- 
tween 1936 and 1949 were 17 patients with 
carcinoma of the ovary secondary to cancer 
of the large bowel, with an incidence of 
3.44 per cent. One other private patient of 
the author’s is added. There were 13 cases 
in which the ovary presented the only gross 
evidence of metastases from the primary 
bowel tumor. There were 3 instances of 
direct extension from the bowel tumor to 
the ovary. One patient showed bilateral 
carcinoma of the ovaries with generalized 
peritoneal implants at the first operation 
and still another presented a bilateral in- 
volvement of the ovaries with generalized 
carcinomatosis at a second resection of the 
bowel for recurrence. Only one_ patient 


operated upon at 74 years of age for a 
direct extension of carcinoma of the sig- 
moid to the left ovary is alive and well 
more than 5 years after the operation. The 
remaining 16 patients are dead, 14 of these 
having died with evidence of recurrence. 
The author concludes by advising the per- 
formance of a bilateral Gophorectomy in 
women over the age of 40 years in the 
absence of other metastases when under- 
going a resection for carcinoma of the colon 
or rectum. He recommends a radical total 
pan-hysterectomy, including a_ bilateral 
salpingo-Gophorectomy in conjunction with 
the bowel resection when the frozen sec- 
tion reveals ovarian carcinomatous meta- 
static implants. 


Donatp C. CoLuins 





TOTAL HYSTERECTOMY WITH RESECTION OF PRIMARY CARCINOMA OF THE 
BOWEL: Richard B. Cattell and Albert J. Mace. Am. J. Surg. 82:578-582 (Nov.), 1951. 


Carcinoma of the sigmoid and rectum 
terds to become adherent or invade the 
uterus and its appendages as well as the 
vagina in many cases. Under these cir- 
cumstances the lesion is usually found to 
involve all coats of the bowel and in ap- 
preximately 40 per cent of cases in which 
the bowel is adherent to the uterus, malig- 
nant invasion can be demonstrated _his- 
tologically. When the lesion is contiguous 
to the vagina, involvement may be as high 
as 88 per cent. At operation it is impos- 
sible to determine whether adherence is 
due to inflammation or malignancy so that 
all patients should have the benefit of com- 


plete hysterectomy and removal of the pos- 
terior vaginal wall. 


Complete hysterectomy combined with 
resection of the bowel is reported in 47 
cases with 2 postoperative deaths, a mor- 
tality of 4 per cent. Of the patients followed 
up 5 years or more, 38 per cent were shown 
to be free from recurrence. Resection of 
structures adherent to carcinoma of the sig- 
moid and rectum is essential to obtain the 
greatest salvage rate and is an important 
means of increasing the number of lesions 
amenabale to resection. 

DonaLp C. COoLLINs 





MEDICAL MANAGEMENT OF CHRONIC ULCERATIVE COLITIS: Clifford C. Wilson, 


Southern M. J. p. 797 (Sept.), 1951. 

(1) The present concept of chronic 
ulcerative colitis is that it is primarily a 
medical disease of unknown etiology; (2) 
it is a young person’s disease (average age 
28 years); (3) several factors play a part 
such as infection, toxicity, allergy, nutrition, 
neurogenic and other unknown phenomena; 
(4) medical management is a control and 
not a cure; (5) management should be di- 


rected toward keeping the patient com- 
fortable. The best results have been ob- 
tained by high protein, low residue diet, 
correcting anemia and low blood protein 
(by transfusions when indicated) and the 
use of a nontoxic antihistamine called 
dramamine. 


Epcar Scorr 








BOOK REVIEWS FOR PROCTOLOGISTS 


INCONTINENCE IN OLD PEOPLE: John C. Brocklehurst, M.D., Major R.A.M.C. Formerly 
Christine Hansen Research Fellow in the University of Glasgow. With a Foreword by Stanley 
Alstead, M.D., F.R.C.P., Regius Professor of Materia Medica and Therapeutics, University of 
Glasgow. 191 pages. 60 Figures. E. & S. Livingstone Ltd., Edinburgh. Price $6.50. 


This volume is an important contribution 
to the subject of incontinence. The im- 
portance in incontinence in the older age 
group need not be stressed. A visit to any 
general hospital or nursing home will 
demonstrate this fact. 


The author states that in 4 general 
hospitals and a former Poor-law hospital 
in Glasgow 14 per cent of the patients are 
incontinent. While 53 per cent of these 
patients occupy a bed for less than 6 
months, 26 per cent occupy a bed for 6 
months to 2 years, and 21 per cent for 
a period longer than 2 years. 


Little is known about the causes of 
urinary and fecal incontinence in the aged. 


This text adequately reviews the literature. 
Present methods of treatment are then out- 
lined, and new methods of therapy, par- 
ticularly the use of a moulded bed (of 
plaster or wood). 


The proctologist will be especially inter- 
ested, not only in the physiology of the 
rectum, as detailed, but in the fine section 
on drug actions on the colon, and abnormal 
rectal mechanism. 


Chapter XVIII and XIX on “Rectal 
Findings” and “The Anal Sphincter”, are 
also very valuable. 


This text may be recommended to all 
internists and proctologists. 


THE SCIENTIFIC PAPER: Second Edition, Sam F. Trelease, Columbia University. 163 pages. 
The Williams & Wilkins Co., Baltimore, Md., Price $2.50. 


This little handbook should be valuable 
to every writer of scientific papers. The 
material in the text is well organized, well 
presented, and should improve the style 
of writing, as well as the organization of 
the writer’s paper. 


The material is divided into seven 
chapters, including the research problem, 
writing the paper, good form and usage, 
tables, illustrations, prepublication review 
and proof reading. 


This handbook is written for research 
workers and students in all branches of 
medicine. However, the physician will par- 
ticularly profit from this study. 


There is no doubt that eminence in 
medicine, at least on a national basis, is 
often correlated with the extent of the 
physician’s writing. Any text that will im- 
prove the quality and presentation should 
be valuable to the physician. 


THE WILL TO LIVE: Arnold A. Hutschnecker, M.D. 278 pages. Thomas Y. Crowell Co., 


New York, N. Y., Price $3.50. 


Dr. Hutschnecker presents the Freudian 
concept of the Eros versus the destructive 
instinct. The book is based upon this con- 
cept, and tries to demonstrate that man 
may either kill himself in his own fashion, 
or prolong his own life. 


The book is well written, and makes 
interesting reading. However, inasmuch as 
there is a very considerable divergence of 
opinion with regard to the validity of the 
“basic Freudian instincts”, the superstruc- 
ture may also be in question. 


There is basically nothing new in the 
second section of the book, which deals 
with general routines for improving atti- 
tudes and life generally. However, this 
author believes that there is much of value 
in any work on psychosomatic medicine. 


The need today is for the realization 
that the physician must study both mind 
and body in every case. 


This book may therefore be recom- 
mended for both physician and patient. 
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AN INDEX OF TREATMENT Thirteenth Edition, Revised: Edited by Sir Robert Hutchison, 
Bt., M.D., LL.D., F.R.C.P., Consulting Physician, London Hospital, and Hospital for Sick 
Children, Great Ormond Street, Assisted by Reginald Hilton, M.A., M.D., F.R.C.P. Physician 
to St. Thomas’s Hospital; Consulting Physician, Epsom Hospital; Consulting Physician and 
Cardiologist, Wembley Hospital. 972 pages, 100 illustrations. The Williams and Wilkins Co., 


Baltimore, Md., 1948, Price $17.00. 


The thirteenth edition of the Index of 
Treatment appeared in 1948. This is an 
English volume, the very fact that it has 
achieved thirteen editions should be suf- 
ficient recommendation. It is written by 
various authorities, and is exceptionally 
complete. 


Of course, with relation to the anti- 
biotics, it suffers the defect of all publica- 
tions in textbook form. Even the most 
recently published therapy textbook is in- 
complete with reference to the antibiotics. 


From the general point of view of 
therapeutics, however, this text will be a 
welcome addition to all medical libraries. 


The novel arrangement in alphabetical, 
index form, made for ready reference. 


This book allows for planning therapy in 
a logical succession. Thus, the text offers 
a general plan of treatment by considering 
first, the general management of the patient, 
second, dietetic treatment, third, medicinal 
treatment, and fourth, specific treatment, 


including physical therapy, psychotherapy 
and operative therapy. 


The proctologist will find this text of 
considerable value, not only in general 
medical management of his patients, but in 
specific proctologic pathology. For example, 
the sections on surgical disease of the anus, 
chronic ulcerative colitis, carcinoma of the 
colon, colostomy, congenital dilatation, hy- 
pertrophy of the colon, diverticulosis and 
diverticulitis, hemorrhoids, proctitis, pruri- 
tus ani, etc., are written by J. P. Lockhart- 
Mummery. 


The American proctologist must be 
warned about the English spelling 
(Haemorrhoids), when searching through 
the index for a_ particular pathology. 
Condyloma acuminatum, by the way, will 
be found listed under Venereal Warts. 


This is a remarkably complete text on 
therapy, and will be a valuable addition 
to the library of every internist, general 
surgeon, and _ specialist. 


TEXTBOOK OF MEDICAL TREATMENT, Fifth Edition: Edited by D. M. Dunlop, B.A. 
(Oxon), M.D., F.R.C.P. (Edin.), F.R.C.P. (Lond.), Professor of Therapeutics and Clinical 
Medicine, University of Edinburgh; Physician, Royal Infirmary, Edinburgh, L. S. P. David- 
son, B.A. (Caml.), M.D., F.R.C.P. (Edin.), F.R.C.P. (Lond.), M.D. (Oslo) Physician to 
H.M. The King in Scotland; Professor of Medicine and Clinical Medicine, University of 
Edinburgh; Physician, Royal Infirmary, Edinburgh; Formerly Regius Professor of Medicine, 
University of Aberdeen and J. W. McNee, D.S.O., D.Sc., M.D. (Glas.), F.R.C.P. (Edin.), 
F.R.C.P. (Lond.) Physician to H.M. The King in Scotland; Regius Professor of Practice of 
Medicine, University of Glasgow; Physician, Western Infirmary, Glasgow; Consulting Physi- 
cian, University College Hospital. London. 999 pages. 40 illustrations. The Williams and 
Wilkins Co., Baltimore, Md., 1949, Price $8.50. 


This book is presented in 1949 in its literature. However, for standard therapy 





fifth edition. As of that date it is very 
complete and highly authoritative. By 
comparison with the previous editions new 
sections have been added on antihistamine 
drugs, the care of old people and the treat- 
ment of dehydration and hypochloremia. 


The devolopments of the last two years 
in antibiotics will not be found in this 
text. However, to be fully aware of newer 
antibiotic therapies it is necessary for the 
reader to study the very latest journal 


this text is unexcelled. 


The proctologist will find a section on 
chancroid, lymphogranuloma in guinale, 
venereal warts, amebic dysentery and the 
other tropical diseases; helminthic infec- 
tions, digestive system in children and in 
the elderly, diseases of the intestine such 
as diarrhea, constipation, mucous colitis, 
ulcerative colitis, diverticulosis and diver- 
ticulitis, megacolon, etc. 
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With the current interest in psychoso- 
matic medicine the text also includes a 


section on psychotherapy in general practice. 
This will be of value to all practitioners. 





THE HUMAN COLON: William J. Grace, M.D., Assistant Professor of Medicine, Cornell 
University Medical College, New York Hospital, New York; Stewart Wolf, M.D., Associate 
Professor of Medicine, Cornell University Medical College, New York Hospital, New York; 
and Harold G. Wolff, M.D., Professor of Medicine (Neurology), Cornell University Medical 
College, New York Hospital, New York. 239 pages. 112 illustrations, 31 in full color. Paul 
B. Hoeber, Inc., New York, N. Y., 1951, Price $7.50. 


This interesting monograph offers an 
experimental study based upon direct ob- 
servation of 4 patients with colon fistulas. 
Patients with colonic fistulae have been 
studied before. However, the present text 
is offered in terms of the modern attitude 
toward psychosomatic medicine. The colon 
is not here studied as an isolated organ, 
but rather as part of the human being. 
Thus, this study is particularly valuable. 


All such studies must be evaluated, not 
only in terms of the experimental material, 
but in terms of the observers. In this case 
the observers are well qualified by back- 
ground and experience, as well as by their 
philosophy of medicine, to conduct and 
evaluate the study. 


The book is well written, and begins 
with a section describing the methods of 
study. The next material evaluates the role 
of the colon in bodily economy and com- 
mon colonic disorders. 


The nature of the study is indicated by 
the careful evaluation of the personalities 
and reactions of the 4 fistulous subjects. 
The effects of certain drugs and physical 
agents on the colon are studied, as are the 
reactions of the colon to the emotions. 


The section on lysozyme is especially in- 
teresting, and the authors conclude that it 
is not possible to attribute ulceration of the 
colonic mucosa to an elevated concentra- 
tion of lysozyme. However, it does appear 
that there is some relationship between this 
concentration in the bowel and the occur- 
rence of ulceration. 


An interesting section on the effect of 
vagotomy on colonic function concludes 


that the single subject studied, with 
ulcerative colitis, before and after vagotomy, 
presented no evidence that vagotomy altered 
the behavior of the colon, or protected it 
from acute exacerbation of chronic ulcer- 
ative colitis. 


The concluding sections of the book on 
the general management of ulcerative colitis 
are most interesting. It would be better, of 
course, if there were some simple method for 
the handling of these problem cases by the 
general practitioner. However, it is valu- 
able for the reader to grasp the complexity 
of the therapeutic needs of the ulcerative 
colitis patient. 


An interesting conclusion, however, is 
that when ulcerative colitis is viewed and 
treated as a stress disorder, the treatment 
was effective in approximately the same 
proportion of patients reported by others, 
using ostensibly different methods. Obvi- 
ously, therefore, no conclusion can _ be 
drawn. 


In any event, the authors feel that a 
“constructive physician-patient relationship 
was of the greatest benefit to the patient 
and favorable results and treatment were 
not obtained without it”. 


The book is well summarized in two 
sections under “General Discussion” and 
”Résume”. 


The text is well written, the experimental 
work has been carefully performed, and 
the illustrations, in color, are beautifully 
done. ; 


From every point of view this text should 
be in the library of every proctologist. 





APHORISMS OF DR. CHARLES HORACE MAYO AND DR. WILLIAM JAMES MAYO. 


Charles C. Thomas. Springfield, Ill., 1951. 


This little book offers a collection of the 
epitomized wisdom of the Mayos. The in- 
sights and philosophy offered do not seem 


Price $2.75. 


to represent the broad vision and under- 
standing that would be expected of the 
Mayos. 
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CLINICAL LABORATORY DIAGNOSIS, Fourth Edition: Samuel A. Levinson, M.S., M.D., 


Ph.D., Director of Laboratories, University of Illinois Research and Educational Hospitals 
Chicago, Illinois; Professor of Pathology, University of Illinois College of Medicine and 
Robert P. MacFate, Ch.E., M.S., Ph.D., Chief, Bureau of Laboratories, Department of Health, 
City of Chicago; Assistant Professor of Pathology, University of Illinois College of Medicine; 
Formerly Assistant Director of Laboratories, University of Illinois Research and Educational 
Hospitals, Chicago, Illinois. 1146 pages, 221 illustrations and 13 plates, 10 in color. Lea & 
Febiger, Philadelphia, Pa., 1951, Price $12.00. 


This standard textbook is now in _ its 
fourth edition, the first having been pub- 
lished in 1937. There has been some re- 
writing in this edition, and it is entirely up- 
to-date. 


This reviewer is particularly impressed 
with the outline form of presentation, which 
is utilized frequently. Throughout the 
book the reader will find a comparison of 
the abnormal with the normal, and brief re- 
views of associated clinical pathology and 
symptomatology. 


The book is authoritative, simple and 
well written, and lavishly illustrated. All 
illustrations are particularly clear and de- 
finitive. 


The proctologist will find an especially 
good section on the examination of feces, 
and the normal and pathologic findings of 
the stool examination. The section on in- 
testinal parasites is also particularly good. 


Intestinal diseases generally are con- 
sidered, including chronic constipation, car- 
cinoma of the colon, chronic ulcerative 
colitis, amebiasis, bacillary dysentery, mu- 
cous colitis, etc. 


In the section on the skin tests the con- 
sideration of the Frei test for lympho- 
granuloma venereum will be found. The 
skin test for chancroid is also included. 


Tropical diseases are given a special sec- 
tion, and the proctologist should read the 
section on dysentery, granuloma inguinale, 
etc, 


The book is rounded out by a section on 
legal medicine and toxicology. 


From every point of view this text may 
be recommended for the internist, the gen- 
eral surgeon and proctologist who are in- 
terested in a complete library, and for all 
physicians who wish to have the latest in- 
formation on laboratory procedure. 





TUMORS OF THE SKIN: Joseph Jordan Eller, B.S., M.D., Director of the Department of 


Dermatology, New York Hospital, N. Y.; Consulting Dermatologist to: French Hospital, 
New York; Morristown Memorial Hospital, Morristown, New Jersey; Monmouth Memorial 
Hospital, Long Branch, New Jersey; Fitkin Memorial Hospital, Asbury Park, New Jersey; 
Norwalk General Hospital, Norwalk Connecticut; St. Clare Hospital, New York; and William 
Douglas Eller, M.D. Assistant in Dermatology and Syphilology, University Hospital, New 
York-Bellevue Medical Center; Associate Attending Dermatologist New York Hospital; 
Visiting Dermatologist, Municipal Sanitarium, Otisville, New York, etc. Second Edition, 
Thoroughly Revised and Enlarged. 697 pages, 550 illustrations and 3 colored plates. Lea & 
Febiger Philadelphia, Pa., 1951, Price $15.00. 


This is a very well illustrated and valu- peutic management cannot be adequate 


able text on tumors of the skin. The sec- 
tion on the principles and technic of radi- 
ation therapy will be particularly valuable 
to the dermatologist. This is especially so in 


without proper understanding of the pa- 


thology. 


‘The Reese Dermatome is described, and 
there is an excellent section on plastic re- 





the handling of skin cancer. 


neoplasms supplement the _ illustrations 


pair. It must be stressed, however, that in 
dealing with a malignancy in which surgery 


The clinicai descriptions of the various : 
is indicated, the tumor should be excised 


beautifully. The methods of therapy em- widely. Large defects may later be re- 


ploved by the authors may be considered 
authoritative. 


the stress placed upon histology. Thera- 


paired by a plastic surgeon. 


The proctologist will find little of specific 
interest in this text. However, there is a 


This reviewer is particularly pleased with 
discussion of condyloma acuminatum. 
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PHARMACOLOGY AND THERAPEUTICS: Arthur Grollman, Ph.D., M.D., F.A.C.P., 
Professor of Pharmacology and Chairman of the Departments of Physiology and Pharma- 
cology; Professor of Medicine and Chairman of the Department of Experimental Medicine, 
The Southwestern Medical School of the University of Texas; Attending Physician, Parkland 
Hospital; Consultant in Internal Medicine, Baylor University Hospital; Consultant, Veterans 
Administration Hospital, Dallas, Texas. 828 pages, 104 illustrations. Lea & Febiger, Phila- 


delphia, Pa., 1951, Price $10.00. 


Every medical library should contain at 
least one good text on pharmacology. There 
have been many advances in pharmacology 
during the past 20 years. This text pre- 
sents a course in pharmacology that is use- 
ful to the student, and fundamental to the 
clinician. 

It is well written and well organzied. 


The proctologist will be especially inter- 
ested in the section on drugs acting primar- 
ily on the gastrointestinal tract (chapter 


19). He will also find the excellent chap- 
ters on chemotherapy, the sulfonamides 
and the antibiotics of particular value. This 
reviewer enjoyed the chapter on the amebi- 
cidal drugs as well. 


All official drugs are given proper em- 
phasis in terms of indications, actions, toxic 
effects, methods of administration and 
dosages. The appendix of the text contains 
an excellent section on prescription writing. 





CELIAC DISEASE: Sidney Valentine Haas M.D., Professor of Pediatrics and Director of the © 
Department, New York Polyclinic Medical School and Hospital: Consultant, Lebanon Hos- 
pital, Harlem Hospital, and Riverside Hospital for Contagious Diseases of the New York 
Health Department; Fellow of the New York Academy of Medicine and Merrill Patterson 
Haas, M.D. 188 pages. 12 illustrations. J. P. Lippincott Co., Philadelphia, Pa., 1951, Price 


$5.00. 


This text is an excellent synthesis of the 
work of previous authors in the field, com- 
bined with the studies of the present au- 
thors, based upon 603 cases of celiac dis- 
ease treated by diet. The book presents the 
results in 370 cases treated for a sufficiently 
long period of time to warrant conclusions. 


The proctologist should be especially in- 
terested in celiac disease inasmuch as it 
involves intermittent diarrhea. However, 
the pediatrician is usually the first to see 
this condition (or the general practitioner ) 
inasmuch as it starts between the ages of 
6 and 12 months. 


The celiac tvpe of diarrhea seems to re- 
sult from carbohydrates other than those in 
fruits, some vegetables and protein milk. 
Mild cases show only the diarrhea with 
mushy, voluminous, foul stool, anorexia, 
irritability, no weight gain, and occasion- 
ally colic and vomiting. 

These authors describe a specific carbo- 
hydrate diet for therapy. This diet excludes 


all carbohydrates except those in fruits, 
some vegetables and protein milk, and per- 


mits fat in normal amounts. The _ basic 
components are bananas, protein milk, 
meat and cheese. Later, other fruits, eggs 
and some vegetables are added to the diet. 
Vitamins and iron are also given. This diet 
is strictly maintained for at least 12 months. 
Then cereals, sugars and potatoes may be 
tried, one at a time. Plain milk is added 
after three months. If milk is tolerated 
cure is considered complete. 


The etiologic theory advanced by the 
authors is that diarrhea of celiac disease is 
caused by an anthroquinone irritant pro- 
duced by microorganisms from a_polysac- 
charide substrate. 


The authors state that prognosis is ex- 
cellent with the specific diet above de- 
scribed. All polysaccharides are excluded. 


The book is well written, is based upon 
a large clinical experience, and offers a 
theory and therapy of evident clinical 
value. 


This text may be recommended to all 
proctologists, pediatricians and general 
practitioners, 
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ANATOMY IN SURGERY: Philip Thorek, M.D., F.A.C.S., F.I.C.S., Assistant Clinical Pro- 
fessor of Surgery (Formerly Assigned to Gross and Topographic Anatomy), University of 
Illinois ‘College of Medicine; Associate Professor of Topograhpic Anatomy and Clinical Surgery, 
Cook County Graduate School of Medicine; Co-Surgeon in Chief of the American Hospital; 
Associate Attending Surgeon of the Cook County Hospital; Senior Attending Surgeon of 
the Alexian Brothers’ Hospital. 970 pages, 720 illustrations, 211 in color. J. B. Lippincott 
Company, Philadelphia, Pa., 1951, Price $22.50. 


This beautifully illustrated text helps to 
bridge the gap between the anatomy of the 
student dissecting room and the anatomy of 
the surgical operating room. For the sur- 
geon in training, and as a reference book 
for the senior surgeon, this volume is an 
important contribution. 


Its contents are divided into sections on 
the head, the neck, the thorax, the ab- 
domen, the pelvis, the male perineum and 
external genitalia, the female perineum and 
external genitalia, the superior extremity, the 
inferior extremity, and finally the vertebral 
column, vertebral canal and spinal cord. 
The proctologist, and the general surgeon 
particularly interested in proctology, will 
find material of considerable value in the 
section on the colon. This section covers 
pages 462 through 502. 


The embryology of the large intestine is 
described, as well as the surgical anatomy 
of the colon, rectum and anal canal. The 
surgical anatomy of hemorrhoidectomy, 
ischiorectal abscess and fistulae, cecostomy, 
colostomy, resection of the colon, Mikulicz 
and Miles procedures, and sliding hernia is 
described. 


Unfortunately, from the viewpoint of the 
proctologist, the section on rectal surgery 
covers only one half a page. The illustra- 
tions are not new or novel, although they 
are beautifully executed throughout. 


For the student of anatomy, who wishes 
to know the application of his studies in 
clinical practice, and for the surgeon in 
training, this text will be of interest and 
value. 





REST AND PAIN: John Hilton, F.R.S., F.R.C.S., edited by E. W. Walls, M.D., Ch.B., B.Sc. 
and Elliot E. Philipp, M.A., M.B., B. Chir. M.R.C.S., M.R.C.O.G. A course of lectures, 
delivered at the Royal College of Surgeons of England in the years 1860, 1861, and 1862. 
503 pages, 105 illustrations. J. B. Lippincott Company, Philadelphia, Pa., 1951, Price $10.00. 


These lectures were delivered before the 
Royal College of Surgeons in 1860, 1861 
and 1862. John Hilton, at that time, was 
professor of anatomy and surgery. 


His influence on the surgical thought of 
his day was considerable, the original ma- 
terial having been published in the Lancet. 
This reviewer finds no new discoveries in 
Hilton’s lectures. 


The Hilton philosophy appeared to be 
one of watchful waiting, allowing nature 
to take its course. 


Although the present concepts of rest 
and pain are somewhat at variance with 
those of Hilton, our present understanding 
of physiology being naturally somewhat 
greater, the basic insistence upon both 
physiology and anatomy in an understand- 


ing of Rest and Pain remains. 


While the present concepts of rapid and 
immediate ambulation following surgery, 
differ considerably from the postoperative 
management in Hilton’s day, the book is 
of more than historical interest. It becomes 
obviously a matter of definition of terms. 
Rest does not necessarily mean complete 
absence of motion. It may mean a change 
of motion, a change of activity, a change 
of environment, an escape from the 
“average”. In this sense there is still some 
truth to Hilton’s statement that “growth 
and repair bear an exact relation to due 
physiological rest, local and general”. 


The editorial comments at the close of 
each lecture, bring the material up-to-date. 
Further, there is considerable interesting 
biographical material. 





PRACTICAL THERAPEUTICS: Martin Emil Rehfuss, M.D., F.A.C.P. Professor of Clinical 
Medicine and Sutherland M. Prevost Lecturer in Therapeutics, The Jefferson Medical College, 
Philadelphia; Attending Physician, The Jefferson Medical College Hospital, Philadelphia and 
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Allison Howe Price, A.B., M.D., Associate Professor of Medicine. The Jefferson Medical 
College, Philadelphia; Asst. Physician to the Jefferson Medical College Hospital, Philadel- 
phia; Chief of Diabetic Clinic, Curtis Clinic, Philadelphia. Williams & Wilkins Co., Baltimore, 


Md., 1951, Price $15.00. 


This remarkable volume is actually. as 
the title indicates, a course in practical 
therapeutics. The second edition carries out 
the basic principles of the first, and con- 
tinues the use of the visual system of 
teaching. Additional illustrations have been 
added and the generally new material has 
brought the text up-to-date. 


The general practitioner will find this 
book easy to read, beautifully outlined, and 
eminently practical. 


The first section of the book deals with 
general therapeutic principles. It is im- 
portant, of course, that the student know 
these principles. 


The second section deals with sympto- 
matic therapy. The proctologist will find 


an excellent section on diarrhea and dysen- 
tery. 


Section three treats specific disorders. 
Here the proctologist will find a very good 
section on diseases of the intestines. Colitis 
generally and ulcerative colitis particularly 
are well treated. There is also a good sec- 
tion on diverticulitis, among others. 


Treatment is presented throughout in 
outlined form. The illustration, a good ex- 
ample of which is plate 27 on ulcerative 
colitis, visually indicate the clinical picture, 
the diagnosis, the treatment and the dif- 
ferential diagnosis. These illustrations are 
excellent teaching aids. 


This book is highly recommended for the 
general practitioner as well as the specialist. 


SURGICAL CARE: Robert Elman, M.D., F.A.C.S., Professor of Clinical Surgery, Washington 
University School of Medicine; Assistant Surgeon, Barnes Hospital; Associate Surgeon, St. 
Louis Children’s Hospital; Director of Surgical Service, H. G. Phillips Hospital, St. Louis, 


Missouri. 586 pages, numerous illustrations. 


N. Y., 1951, Price $8.00. 


This well written and authoritative text 
emphasizes the clinical experience of the 
auihor in terms of the physiologic principles 
of preoperative and postoperative care. It 
is generally recognized that extensive sur- 
gical technics are now possible, not because 
of improved manipulative skill. but because 
of the advanced understanding of pre- 
operative and postoperative patient physi- 
ology. Thus, extensive surgical procedures 
are now possible with reduced mortality. 


The text begins with a historical survey 
and a discussion of the systemic reaction 
to trauma. The work of Cannon, Crile and 
Selye, among others, is mentioned. 


The psychogenic factors in surgery are 
well discussed, the relationship of the sur- 
geon to the patient, the patient to the nurse 
and other hospital personnel, including the 
anesthetist, the psychiatrist, etc., is con- 
sidered. These are factors that are usually 
overlooked by the Olympian surgeon. 


Nutrition in surgery is then considered, 


Appleton-Century-Crofts, Inc., New York, 


and the general methods in nutritional 
therapy are detailed. The chapter on physi- 
cal factors in surgery discusses the im- 
portance of early ambulation. It is im- 
portant to stress the author’s statement as 
follows, “To keep patients in one particular 
place during the entire 24 hour period 
merely to suit the convenience of the sur- 
geon is scarcely a sufficient reason for ob- 
jecting to ambulation”. 


The entire book is written in highly 
readable style, and the discussions of basic 
preoperative and postoperative care, in- 
cluding chemotherapy, are excellent. The 
section on treatment of postoperative pain 
deserves special emphasis. There is un- 
fortunately insufficient emphasis upon the 
use of long lasting analgesic drugs (oil 
soluble anesthetics) for the relief of post- 
operative pain in anorectal surgery. 


However, the general philosophy of the 
bock deserves serious consideration by 
every surgeon, including the _ specialty 
surgeon. 
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DISEASES OF THE NERVOUS SYSTEM, Fourth Edition; W. Russell Brain D.M.(Oxon.), 
F.R.C.P. (London) Physician to the London Hospital and to the Maida Vale Hospital for 
Nervous Diseases; Sometime Neurologist to the Infants’ Hospital and Physician to the Royal 
London Ophthalmic Hospital; Theodore William Scholar in Physiology in the University of 
Oxford; Price Scholar in Anatomy and Physiology at the London Hospital. 1002 pages, 34 
illustrations. Oxford University Press, New York, N. Y. 1951, Price $8.50. 


The fourth edition continues the excel- 
lence of the classical textbook. There are 
new sections on leptospiral meningitis, in- 
fectious mononucleosis, sarcoidosis, tempor- 
ial arteritis, and on compression of the 
median .nerve in the carpal tunnel. From 
the point of view of therapy, streptomycin, 
Vitamin *By2, and the newer therapy of 
Parkinsonism and epilepsy is discussed. 


The essential structure of the original 
edition reniains. The first part of the book 
presents the reader with a basic introduc- 
tion to the anatomy and physiology of the 
nervous system. This emphasis upon an- 
atomy and physiology is stressed in each 
of the sections relating to pathology. It is 


most important to emphasize the value of 
such a consideration of disorders and func- 
tion in the light of anatomy and physiology. 


The book is well written and well illus- 
trated. It will be of considerable value to 
all internists as well as to neurologists and 
psychiatrists. 


The proctologist will be especially inter- 
ested only insofar as a general background 
is provided. There is no specific considera- 
tion of the nervous system as related to 
proctology with the exception of a discus- 
sion of disorders of the spinal cord, and 
particularly the innervation of the bladder 
and rectum. The discussion of the auto- 
nomic nervous system and pain is valuable. 





MONOGRAPHS ON SURGERY 1952: B. Noland Carter, M.D., Ph.D., Editor, Professor of 
Surgery University of Cincinnati Director of the Surgical Services, Cincinnati General Hos- 
pital. 430 pages. Illustrations. The Williams and Wilkins Company, Baltimore, Md., 1952, 


Price $12.50. 


The 1952 edition of this now-standard 
text further develops the concept of a sys- 
tem of surgery published in yearly 
volumes. The 1952 volume is one of the 
best of the series. 


The section on Radical Surgery of Pan- 
creaticoduodenal Cancer by Whipple is one 
of the finest presentations of the subject 
known to this reviewer. The chapter on 
Radioactive Iodine in the Diagnosis and 
Treatment of Thyroid Disease brings this 
important subject up-to-date. It is contro- 
versial, at best, but deserves careful 
reading. 


There is an excellent series of articles on 
the management of Urinary Incontinence in 
the Female. It has always been difficult to 
handle urinary stress incontinence. Several 


operative technics are described. 


The orthopedic section contains excellent 
discussions on fractures of the shafts of long 
bones and intracapsular fractures of the 
femoral neck. ‘The article on Aseptic Ne- 
crosis of Femoral Head in Adults is inter- 
esting and valuable, as is the section on 
Arthroplasty. 


The monograph on Renal Neoplasms is 
concise and well written. 


The section on Surgery of the Large 
Arteries is particularly well done, and well 
illustrated. 


There is nothing for the proctologist in 
this volume. For the general surgeon the 
text will be a valuable addition to his 
library. 


DIAGNOSTIC BACTERIOLOGY: Isabelle Gilbert Schaub, A.B., Technical Director, Clinical 
Bacteriology Laboratories, The Johns Hopkins Hospital; Instructor in Bacteriology, The 
Johns Hopkins University School of Medicine and the Nurses Training Schools, The Johns 
Hopkins Hospital and Sinai Hospital and M. Kathleen Foley, M.A., Instructor in Bacteriology, 
Department of Biological Sciences, College of Notre Dame of Maryland; Formerly Bacteriol- 
ogist in Charge of the Diagnostic Bacteriological Laboratory of the Medical Clinic, The Johns 
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Hopkins Hospital. Fourth Edition, 356 pages, The C. V. Mosby Company St. Louis, Mo., 


1952. Price $4.50. 


The fourth edition of this excellent text 
is entirely up-to-date. There is considerable 
revision and new material. 


Two new excellent sections are to be 
found, on Bacteriological Methods and on 
methods for Determination of the Sensi- 
tivity of Bacteria to Antibiotics. 

The philosophy of the writers is entirely 
different from that exhibited in general 
textbooks on bacteriology. This text is truly 


for the clinician, as well as for the bac- 
teriologist. 


Of course its ultimate aim is toward the 
clinical or hospital bacteriologist, and the 
research bacteriologist. Inasmuch as_ the 
proctologist must be concerned with the 
identification of infectious agents, this book 
is valuable to him. Primarily, however, he 
will want to see it in the hands of his 
hospital bacteriologist. 


A TEXTBOOK OF CLINICAL NEUROLOGY: Israel S. Wechsler, M.D., Clinical Professor 
of Neurology, Columbia University, New York; Consulting Neurologist, The Mount Sinai 
Hospital, Montefiore Hospital and Rockland State Hospital, New York. Seventh Edition. 801 
pages, 179 illustrations, W. B. Saunders Company, Philadelphia, Pa., 1952. Price $9.50. 


The seventh edition of the classic text is 
brought up-to-date in many ways. The text 
shows careful editing throughout. 


The section on Neurosyphilis is especially 
well edited. The student and the neurolo- 
gist will find the newer knowledge of the 
Meniére syndrome, a modern classification 
of the encephalitides, aid a consideration 
of electromyography. The psychiatrist as 
well as the neurologist will be pleased with 


the relation of the section on the neurosis. 


Insofar as the proctologist should be well 
grcunded generally, this text would be a 
valuable addition to his library. The section 
on the neurosis is of value in every practice, 
including proctology. 


The book is well written, well illustrated, 
and is one of the best known to this re- 
viewer. 


LIGHT FROM MANY LAMPS: Lillian Eichler Watson, Simon and Schuster, New York, 


N.. Y., 1951 


Physicians and their patients are often 
confronted by the need for an inspirational 
thought. This book is a collection of such 
theughts. It is well edited and the com- 
mentaries by the author are interesting. 


The stories behind the thoughts are often 


equally valuable, as are the brief biogra- 
plies. 


The book is a readable collection, and 
may provide a valuable source of guidance 
to both physician and patient. 





PENICILLIN DECADE: Lawrence Weld Smith, M.D., Medical Director, Commercial Solvents 
Corporation and Ann Dolan Walker, R.N., former editor, “Trained Nurse and Hospital 
Review”. 122 pages. Arundel Press Inc., Washington, D. C., 1951, 


This monograph is a compact, well an- 
notated (342 references) compilation of 
the effects of penicillin. It is a particularly 
good reference volume for the untoward 
penicillin reactions. 


The review of the major published data 
relating to penicillin toxicity will be valu- 
able to all physicians. This reviewer was 
surprised to find that penicillin can even 
act as an abortifacient. 


The large incidence of allergic reactions 


is disturbing. Further, the steadily incre s- 
ing resistance of the staphylococci to peni- 
cillin should be noted. This will become 
particularly significant during the next 10 
years. 


The indiscriminate use of topical peni- 
cillin preparations is condemned. There is 
very little bactericidal action but marked 
sensitization. 


The reader is cautioned to remember that 
antibiotics are only of value for the treat- 
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ment of infections due to organisms sensi- 
tive to the specific antibiotics being em- 
ployed. Therefore, the diagnosis must al- 
ways be established bacteriologically and 


the organisms’ sensitivity tested. 


This little volume will prove stimulating 
to all surgeons and internists. It sounds a 
much-needed note of caution. 





EAT AND GROW YOUNGER: Lelord Kordel, Sc.D. 315 pages. The World Publishing 


Company, Cleveland, Ohio, 1952. Price $3.00. 


Inasmuch as the proctologist is concerned 
with nutrition, and insofar as the average 
patient is more influenced by the radio lec- 
turer, the newspaper writer, and the lay 
writer of popular books on nutrition, Kor- 
del’s book deserves a review here. It is 
somewhat better than average in its back- 
ground of physiology, but strays from the 
facts in its concentrated attempt to sell the 
Kordel brand of vitamin product. 


It is well known that if the diet is ade- 
quate, no supplementary vitamins are 
needed. The reader of such a volume is 
usually sufficiently interested in diet to be 
on an adequate, full diet. Therefore, he 


certainly needs no vitamins. The marginal 
eater, and the malnourished, will probably 
not read the book, and will therefore not 
purchase the vitamins needed. 


The major philosophy offered—youth can 
best be retained, or regained, by proper 
diet—has much in its favor. Most people, 
and most physicians for that matter, do not 
eat properly. 


Kordel advocates a high protein diet, and 
low carbohydrate content. This is in keep- 
ing with the recommendations of the 
American Medical Association in its Hand- 
book of Nutrition. 





THE FACTS OF LIFE FROM BIRTH TO DEATH: Louis I. Dublin, Ph.D. Second Vice- 
President and Statistician Metropolitan Life Insurance Company in collaboration with Mortimer 
Spiegelman, F.S.A. Assistant Statistician Metropolitan Life Insurance Company. 461 pages. 
The Macmillan Company, New York, 1951. Price $4.95. 


This study is written by the statistical 
director of the Metropolitan Life Insurance 
Company. The author is thus eminently 
qualified to analyze the “facts of life”. 


The text is presented in a question and 
answer form, which makes for easy read- 
ability and ready reference. There is also 
a very excellent index for the inquiring 
reader. 


The material covered is of general in- 
terest. 


Although a great variety of subjects are 


covered dealing with the statistics of bi- 
ology, there is nothing precisely related 
to proctology in this text. Nevertheless, the 
proctologist has the same natural curiosity 
as other physicians, and will therefore be 
interested in the statistics of life and death. 


He will, perhaps, be particularly interested 
in the section on cancer, and the statistics 
relating to length of life. 


The book is very readable, well arranged, 
and generally interesting. 





A PSYCHOSOMATIC APPROACH TO SURGERY: Bernard J. Ficarra, A.B., Sc.B., M.D., 
K.S.G., F.I.C.S., Professor of Experimental Physiology, St. John’s University, Associate 
Visiting Surgeon, Brooklyn Cancer Institute, St. Peter’s Hospital and the Hospital of the 
Holy Family, Brooklyn, N. Y. Froben Press, N. Y., 1951. Price $4.00. 


This little book offers religion, and par- 
ticularly Catholicism as the major key to 
the therapy of psychosomatic disease. In 
spite of this the author is typically Freudian 
in his approach to the problem, and at- 
tempts to reconcile Freudian psycho- 


analaysis with the concepts of Bishop Ful- 
ton J. Sheen as offered in “Peace of Soul”. 


Insulin therapy, narcosis, hydrotherapy 
and psychosurgery are briefly mentioned. 
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THE CLINICAL USE OF FLUID AND ELECTROLYTE: John H. Bland, M.D., Assistant 
Professor of Medicine, University of Vermont College of Medicine. 259 pages. Illustrated. 
W. B. Saunders Company, Philadelphia, Pa., 1952. 


This paper covered monograph is one 
of a series of research evaluations. To keep 
these books up-to-date and inexpensive are 
major objectives of the publisher. 


This is one of the best monographs on 
the subject known to this reviewer. The 
initial chapter on the Basic Physiologic 
Considerations of Body Fluid and Electro- 
lyte should be studied by every physician. 
Subsequent sections, particularly the section 
on Parenteral Fluids in Surgical Patients, 
will be of particular value to the surgical 
clinician. 


There are excellent sections as well on 


Electrolyte in Congestive Heart Failure, in 
Pediatric Patients, in Renal Disease, in 
Diabetes, in Adrenal Cortical Insufficiency, 
etc. 


A very complete section on the relation- 
ship of ACTH and Cortisone adds greatly 
to the value and timely nature of the text. 


By the time the average textbook reaches 
print it is approximately three to five years 
old. A monograph series of this nature, 
being more aay produced by the pub- 
lisher, reaches print and the reader rela- 
tively soon after the preparation of a manu- 
script. We should have more of this type 
of publishing. 
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